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A NEW CONCEPT OF THE NATURE OF THE 
PREECLAMPTIC SYNDROME OF PREGNANCY. 





By J. C. Epwarps, B.M., B.Ch., M.A., 
Western Australia. 





Ever since Mauriceau (1668) suspected that toxic agents 
originating from a decomposing fetus were the cause of 
eclampsia, obstetricians have been vainly attempting to 
demonstrate the toxins responsible for the toxemias of 
pregnancy. The failure to demonstrate any such toxins 
has caused others to search for a new and convincing 
hypothesis. This also has proved extremely difficult. 

My approach to this problem is to postulate that the 
normal pregnant woman has at full term “fixed” an 
additional six and a half pints of water into her tissues 
and circulation. The evidence for this is set out graphically 
in Figure I. This physiological change is almost certainly 
essential to the successful termination of pregnancy, and 
is accompanied by a relaxation of the arterial system 
during the first three months of pregnancy (Figure II). 

The simplest way in which I can describe to you the 
nature of this change to which.I refer is to explain that 
the process is the exact opposite in its nature to the changes 
which take place in Addison’s disease. Addison’s disease 
is characterized by the inability of the body to hold sodium 
chloride and water. Hence, fluid of the circulation is lost 
by way of the urinary tract, and the pressure of the 
circulation consequently fails to be maintained. We know 
that the water balance of the body can be restored by 
the administration of desoxycorticosterone. I maintain 
that the increased fixation of water in the pregnant woman 
is due to the increased production of progesterone, which 
has a very similar structure to that of desoxycorticosterone. 
The formule of the two substances are given in Figure IJI. 





Previously it has been assumed that it was the function 
of the kidney to determine the quantity of tissue fluid 
and blood to be maintained within the body. Undoubtedly 
the kidney conserves or eliminates water and salt as may 
be required. However, it is the cells of the tissues them- 
selves which determine how much fluid shall be normally 
fixed within the body. This mechanism can be explained 
by the known laws of osmosis on the making of one simple 
assumption. This is that the amount of hormone (desoxy- 
corticosterone or progesterone) circulating in the blood 
determines the intracellular concentration of cation—that 
is, of potassium and magnesium. The potassium ion 
appears to be of the greatest significance. The mechanism 
is illustrated by the following diagram (Figure IV). The 
division AB represents the cell membrane, which separates 
intracellular fluid from the extracellular tissue fluid. The 
electrolyte content of these two fluids is fundamentally 
different, but the osmotic pressure is similar. Tissue 
fluid and blood plasma in those many tissues where capil- 
lary permeability is low have the same crystalloid 
constitution, but their osmotic pressures differ by the 
osmotic pressure of the excess of plasma protein. They 
are separated by the capillary wall, represented by the 
division CD. The division EC represents the path by 
which water, common salt and other solutes enter the 
body—in other words, the mucosa of the alimentary tract 
and the renal tubules. Salt and water enter by diffusion 
under the pressure of osmosis, while substances necessary 
to the body’s economy are ingested by selective absorp- 
tion. FD represents the renal glomerulus and Bowman’s 
capsule, by which fluid leaves the body owing to filtration 
by the hydrostatic pressure of the circulation. Loss of 
water and salt by the lungs and skin is neglected as not 
being relevant to the present discussion. 


Normally the whole system as illustrated is in 
equilibrium. The salt and water ingested from the mucosa 
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and tubules are filtered out of the body by way of Bowman’s 
capsules,.so that a balance is maintained of the saline 
entering and leaving the body. The balance between the 
circulation and the tissue fluids is kept by the interaction 
of outward hydrostatic pressure of the circulation against 
the inward traction of the osmotic pressure of the plasma 
proteins into the circulation. Similarly, as the osmotic 
pressure of the tissue fluids approaches that of the intra- 
cellular fluid, there is normally no passage of water 
across the cell membrane. However, the concentration of 
the potassium ion in the tissue fluid is 20 milligrammes 
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Ficore I. 
Graph showing weight increase in pregnant women, 
compared with increase in weight of foetus and maternal 
reproductive organs (average weight of non-pregnant 
women, 130 pounds—1000 cases reported by Cummings). 
Figures given by Cummings and various . anatomical 
text-books. A, weight at delivery (Cummings). B, loss 
of weight after delivery (Pastore). C, hypothetical 
increase in weight of fetus and reproductive organs 
(fetus 6 pounds 14 ounces, placenta 15 ounces, liquor 
amnii 2 pounds 8 ounces, uterus 3 pounds 2 ounces— 
total, 13 pounds 7 ounces). 


per 100 millilitres, while within the cells it is 420 milli- 
grammes per 100 millilitres. Now, let us assume that this 
/ difference of concentration is dependent upon properties 
within the cell membrane, and that the intracellular con- 
centration is increased by the action of the hormone. 

Any increase in the intracellular potassium ions will 
increase the intracellular osmotic pressure, and, as the 
whole system is elastic, draw water into the cells from the 
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Readings from ante-natal records ef the 
County Hospital, Cambridge. 


tissue fluid. The tissue fluid and blood plasma will then 
not only recoup the water lost by them into the cells, but 
also maintain the new osmotic level set by the cells. 
Hence, they will absorb from the alimentary tract an 
additional volume of salt and water until a new 
equilibrium is established. Not only is the volume of 
intracellular fluid increased, but also that of the plasma 
and tissue fluid. Thomson et alii (1938) showed that the 
volume of plastha of the pregnant woman was 65% 
above the normal at the ninth lunar month of pregnancy, 
and 50% above it at term. 











It must be added that this system would not be effective 
if the kidney was to filter out of the body any additional 
fluid absorbed. However, the basis of this whole change 
in the water balance is the rise in intracellular and extra- 
cellular osmotic pressure. This results in stimulation of 
the secretion of antidiuretic substance by the posterior 
lobe of the pituitary. This effect is diametrically opposite 
to the inhibition of the pituitary which follows the 
ingestion of large quantities of water. 

The retention of fluid is probably also reflected in the 
ability of the vascular system to relax under hormonal 
influence. In young patients the signs of edema and 
eclampsia are relatively the more common. In older 
patients and in those who suffer from hypertension, whose 
vascular system is less capable of relaxation, preeclampsia 
more often shows itself by elevation of the blood pressure 
and accidental hemorrhage. Such patients do not show 
so great an increase in weight as cdematous patients. 
Any relaxation of the arterioles of the vascular system 
allows a greater volume of fluid to be stored in the 
capillary and venous side of the circulation. 
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DESOXYCORTICOSTERONE PROGESTERONE 
Ficure III. 


Formule of desoxycorticosterone and progesterone. 


Before I leave the subject of the potassium ion, it 
may be remarked that those carcinogenic substances which 
are related chemically to the sex hormones will probably 
encourage cell division by raising intracellular pressure 
through concentration of the potassium ion. 

Since it has been postulated that the excess weight 
changes during pregnancy are due to hormonal influence, 
it is desirable to examine whether or not the hormonal 
changes are compatible with the weight changes. 

For the first two months of pregnancy, hormone pro- 
duction is continued by the ovary. During the third 
month this production is continued by the placenta. This 
change-over is a critical time for the pregnancy, and 
miscarriage frequently takes place then. The change-over 
is represented graphically in Figure V by a sudden and 
temporary increase in the urinary excretion of the gonado- 
trophic principle. The amount excreted varies greatly 
from patient to patient. From this point onwards there 
is a rapid increase in the urinary excretion of preg- 
nanediol. This represents the production of progesterone 
by the placenta. Pregnanediol excretion closely anticipates 
and varies with the weight changes in the pregnant 
woman. 

The significance of a rise of the gonadotrophic principles 
of the blood is not absolutely definite. There is a rise of 
the principles at the menopause, in toxemic patients, and 
in cases of threatened abortion and generally in the third 
month of pregnancy. It appears that their concentration 
is increased whenever there is a need for greater pro- 
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duction of the sex hormones. In fact, their increased 
concentration may be a compensatory phenomenon. The 
reverse appears to be true of the excretion of pregnanediol, 
which is reduced in toxemia and in threatened abortion. 


We have now laid a foundation upon which we can 
attribute the body’s power of water fixation to the 
hormonal secretion of the placenta. Preeclampsia is a 
pathological reaction to this change, or, rather more 





E A 


osmotic 
PRESSURE 


INTRAC 
FLuIp 


BLOOD PLAsMA TISSUE FLUID 
v 


RY static 


SGLECTIVE 


Ficure IV. 


accurately, the failure of the vascular system to maintain 
adequate circulation when confronted with this additional 
load. Therefore, in order that the preeclamptic condition 
may be maintained, it is necessary that an actively 
secreting placenta should be present in the uterus. 
Three conditions are known to be frequently associated 
with toxemia; they are polyhydramnios, multiple preg- 
nancy and hydatidiform mole. Polyhydramnios is itself 
a manifestation of toxemia. In multiple pregnancy there 
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Adapted and modified from the following: (i) Figure I; 
(ii) Smith and Smith (1937); (iii) Bachman, Leekley 
and Hirschmann (1940). 1, dotted line, increase in 
weight of pregnant woman in pounds; 2, dashes, 
increase in weight of fcetus and reproductive organs; 
3, dashes and dots, urinary excretion of pregnanediol in 
milligrammes per twenty-four hours; 4, continuous line, 
excretion of gonadotropic principle in rat units per 
twenty-four hours. 


is usually a greater total weight of placenta, and hence 
a greater hormonal secretion. Hydatidiform mole 
evidently produces a prolific secretion of hormone. In 
this connexion it must be remembered that one of the 
first signs of chorionepithelioma is a positive reaction to 
the Aschheim-Zondek test. 

Preeclampsia is recognized by its three cardinal signs— 
cedema, hypertension and proteinuria. 

It has already been seen that “hidden edema” is a 
natural phenomenon of pregnancy. C&dema becomes 
apparent once the tissue fluid loses its structural relation- 
ship with the tissues and gravitates to the dependent 
parts. However, it is probable that the element of hidden 
edema is of greater pathological significance. 
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inevitable that if the volume of fluid of the circulation 
and tissues is increased, oxygen and all anabolites 
will have further to diffuse from the blood corpuscles to 
the cells of the tissues; also katabolites such as carbon 
dioxide and lactic acid will diffuse more slowly into the 
circulation. Hence, a circulation which was adequate as 
a supplier of oxygen and a remover of katabolites before 
the additional water fixation may prove inadequate after 
it. Furthermore, with any considerable albuminuria, the 
osmotic pressure of the plasma proteins falls, and the 
withdrawal of tissue fluid from around the cells will be 
further impaired. I suggest that the toxic agent in pre- 
eclampsia is anoxia, and an accumulation of carbon 
dioxide, lactic acid et cetera. This produces cell degenera- 
tion throughout the body, and in particular the irritation 
of the nervous system which causes the eclamptic con- 
vulsions. Hence, the nature of preeclampsia is a failure 
of the peripheral circulation. 

This conclusion at once demonstrates the significance of 
hypertension in preeclampsia. Whenever there is a general 
failure of the circulation or a failure in the circulation of 
a vital organ, this failure tends to be compensated by 
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Ficure VI. 
Adapted and modified from Smith and Smith 
(1937). 











hypertension. The one exception to this rule is, of course, 
when the power unit itself is failing. The exact means 
of raising the blood pressure varies. The work of Goldblatt 
has shown us that an ischemic kidney produces a chemical 
pressor substance known as “hypertensin’’. Heymans 
demonstrated the aortic and carotid sinus reflexes, which 
are sensitive to carbon dioxide tension as well as to 
hydrostatic pressure. Hess (1930) has described the 
nutrition reflex, which controls the blood supply to vital 
organs according to their needs. Also the vasomotor centre 
itself is sensitive to an increased pH of the blood supplying 
it. Thus from general principles we may regard hyper- 
tension as a sign, no more and no less, that the circulation 
is inadequate. 

Albuminuria is a sign which appears in many diseases. 
Normally the albumin molecule is one of. the smallest 
molecules which cannot permeate the glomerular wall. 
Thus its permeability does not need to be greatly altered 
to permit albumin to escape into the urine. From the 
anatomical structure of the glomerulus it is unlikely that 
any element of anoxia affects it in preeclampsia. How- 
ever, the kidney bears a special relationship to the 
aorta. Any slight relaxation of the arteriolar muscular 
walls would release a very high hydrostatic pressure upon 
the walls of the glomerular capillaries. I_ believe 
albuminuria in preeclampsia to be a_ hydrostatic 
phenomenon such as this. 

Unless the strain on the circulation is relieved, the 
three signs of preeclampsia act together to cause a vicious 
spiral terminating in capillary and arteriolar hemorrhage. 











ae 


a ne 


nica 


ee 


36 THE MEDICAL JOURNAL OF AUSTRALIA. 





JuLy 8, 1950. 





The effect of increasing toxemia is illustrated in a 
table from the work of Dexter and Weiss (Table I). While 
this table originally referred to different patients in 
varying stages of the disease, it might equally well refer 
to the same patient as her condition deteriorates. 

I should like to conclude with a few remarks on the 
treatment of preeclampsia. I am convinced that every 
day the lives of mothers and infants are lost unneces- 
sarily, and that in other cases there is unnecessary but 
permanent impairment of the mother’s health. The proper 
time to treat the disease is when the signs first appear, 
and not, as is too often the case, shortly before the onset 
of eclampsia. Toxemia is a failure of the patient’s circula- 
tion to respond to the demands upon it. Yet, if we 
treated our cdematous heart patients in the manner in 
which we treat our edematous toxemic patients, we should 
at once lay ourselves open to a charge of negligence. 

Any pregnant patient who has edema and a blood 
pressure of over 140 millimetres of mercury, systolic, and 
95 millimetres, diastolic, should be confined to bed. In 
almost all cases the condition will then rapidly improve, 
as a load is being removed from the demands upon the 
circulation, which can then cope with the needs of the 
pregnancy. Unfortunately, in most cases rest must be 














TABLE I.* 
Osmotic Pressure 
Amount of Albumin- of Plasma in 
Group. (&dema. Globulin Millimetres of 
Ratio. Water. 
Normal... 0 1:27 265 
Gdema... ++ to 1-38 239 
++++ 

Preeclampsia + 1-32 233 
Preeclampsia ee ++ 1-26 224 
Preeclampsia oe < Pare d 1-16 207 
Eclampsia oe ++++ 0-99 188 











1 After Dexter and Weiss (1941). 


continued until delivery. It is insufficient to advise a 
patient to rest at home. She must be given a hospital bed 
and be under nursing discipline, as at this stage she 
usually does not feel unwell. A mixture containing 
digitalis, caffeine and potassium citrate is also helpful, 
as, for example, the following: Tinctura Digitalis 7:5 
minims, Caffeina 2-0 grains, Potassii Citras 20 grains, 
water to half an ounce; half an ounce to be taken three 
times a day. Also the amount of salt in the diet should 
be restricted, and two drachms of magnesium sulphate 
should be given by mouth daily. If this treatment does 
not improve the condition, termination of the pregnancy 
should be considered. 

Such early treatment will not only make eclampsia a 
preventible disease, but will preserve infant life, and 
neutralize the ill-effects of preeclampsia upon the patient’s 
health. 
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A PHOTOELECTRIC METHOD FOR THE DETER- 
MINATION OF RED CELL NUMBERS AND 
HAEMOGLOBIN IN PERIPHERAL BLOOD. 





By RutH OsMOND AND J. S. ROBERTSON. 


From the Department of Pathology, 
University of Adelaide. 





For some years it has been known that the photoelectric 
method for determining hemoglobin offers certain advan- 
tages over visual colour-matching methods. Early work in 
this connexion was reported by Sandford and Sheard (1928, 
1929, 1930), while the clinical application was stressed by 
them in 1933. Andes and Northup (1938-1939) pointed out 
that at the red-yellow end of the spectrum the eye is an 
unsatisfactory and variable organ for matching the inten- 
sity of colours. The photocell has therefore obvious advan- 
tages, because it is not subject to the individual variations 
of the human eye, nor does it show fatigue. McLain and 
Pastorious (1940-1941) compared the results obtained with 
a simplified photoelectric hemoglobinometer with hemo- 
globin determinations obtained by the gasometric method 
of Van Slyke and Neill (1924) and by the blood iron 
method of Wong. Using an acid hematin method, they 
found that individual readings were reliable to within 
0-3 to 0-7 gramme per 100 cubic centimetres, while multiple 
readings (on the same sample) narrowed the limits of error. 


Dick and Stevens (1940), Lebowich, Lebowich and 
Dinburg (1937), and Duffie (1944) described simple 
methods of clinical application. Hill and Pincock (1941) 
investigated the accuracy of the method by repeated deter- 
minations on samples of oxalated blood. They found a 
standard error of 0:-4%. Much work on the photoelectric 
determination of hemoglobin has also been carried out by 
Brown and Anderson (1945), and by King and his 
colleagues (1944, 1947). 

Since satisfactory results have been obtained in the field 
of hemoglobin determination by photoelectric methods, 
the idea has been extended to the determination of the 
red cell count. Much less work has been done on this 
aspect of the subject. This is the more surprising because 
cell counting is a most time-consuming task in a hospital 
laboratory and one which demands a good deal of experi- 
ence if reliable results are to be achieved. A dependable 
rapid method, requiring no special skill, should therefore 
be of some value. 

However, Magaudier, Bideau and Dubreuil reported a 
photometric method for red cell determination as long ago 
as 1928. Among more recent reports, the two important 
papers of Blum (1945, 1946) furnish a good description of 
technical details and their clinical applications. Blum 
observed that if the erythrocytes are of average normal 
size and hemoglobin content (colour index 0-8 to 1:1), 
the photoelectric red cell count is more accurate and 
dependable than the routine counting chamber method. 
In this connexion it is perhaps not always recognized how 
wide are the variations in routine red cell counts by the 
chamber method. These errors have been investigated 
recently by Biggs and McMillan (1948), and previously by 
—among many others—“Student” (1907), Bryan, Chastain 
and Garry (1935), Magath, Berkson and Hurn (1936) 
Plum (1936), Berkson, Magath and Hurn (1940) and 
Berkson (1944). 

In a method for routine clinical use, therefore, the 
obvious difficulties in a nephelometric method afforded by, 
for example, variations in red cell size and shape, by the 
presence of white cells perhaps (as in leuchemia) in con- 
siderable numbers, by the variation in hemoglobin content 
of the cells between samples independently of their 
numbers, or by the presence of bile pigment in the serum, 
should be balanced against the many and large sources of 
error to which cell counting by the chamber method is 
exposed even in skilled hands. 

Various workers have suggested methods of overcoming 
some of the difficulties of the nephelometric technique. 
Parker, Spicer and Porter (1944) found that cells from 
patients with macrocytic anemia gave slightly higher 
readings than cells of normal size, while microcytic cells 
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Clinical Laboratory Findings. 


Experimental Data. 




















| 
Series Hemoglobin Red Blood 
Number. Red Blood Value. White Blood Chamber Cell Count Extinction 
Remarks, Cell Count. (Grammes Hematocrit. Cells per Count. from Graph. with Red 
(Millions per per (Percentage.) | Cubic Milli- | (Millions per (Millions per Filter. 
Millilitre.) Millilitres.) metre. Millilitre.) Millilitre.) 
1 5-6 16-1 49 _ —_ 5-65 0-9 
2 4-1 11:5 36 a _— 4:2 0-66 
3 5-1 15-0 45 _ oo 5-05 0-8 
4 5-7 16-1 50 — — 5-65 0-9 
5 Leuchemia 1°35 3-9 12 13,200 — 1-55 0-24 
6 4-05 11-2 35 _ —_ 4:0 0-63 
7 3:3 10-1 30 —_— — 3-1 0-48 
8 3-8 10-6 33 _ — 3-7 0-58 
9 Slight increase in red cell 
diameter (Pijper) .. 3-95 11-0 36 — — 3-8 0-60 
10 3-3 10-1 29 _ —- 3-3 0-52 
11 3-0 8-5 26 _ _— 2°85 0-44 
12 5-7 15°8 50 _— 5-3 5-2 0-82 
13 . 8-45 10-2 30 — oo 8-55 0-56 
14 5-30 15-3 46 -— — 5-05 0-8 
15 4:8 13-9 42 _ 4:7 4°6 0-73 
16 Leuchemia 2-95 9-0 26 —_ 2-75 2-90 0-45 
17 4:0 11:8 35 _ 4-15 3-95 0-62 
18 Slight increase in red cell 
diameter (Pijper) 4-45 13-9 41 _— 4°46 4°45 0:70 
19 4:8 13-9 42 4,500 _ 4-80 0-76 
20 Leuchemia 3-10 9-0 27 28,000 — 3-30 0-52 
21 Leuchemia 4°25 12-3 37 119,000 — 4°15 0°65 
22 3-8 10-3 32 — —_ 3-8 0-60 
23 5°5 16:1 48 3,400 | —- 5°35 0-85 
24 2-75 7:6 24 -— 2-9 3-0 0-47 
25 _ 13-9 _— _ | 4-65 4°8 0:76 
26 3-80 10-4 33 _ 4-1 3-6 0:56 
27 Lymphatic leuchemia 4-25 12-3 37 16,000 | — 4°25 0:67 
28 Increased cell 
diameter (Pijper) 2-30 7°8 23 _ 2-0 2-75 0-43 
29 5-9 17-0 51 —- — 5°65 0:9 
30 4°35 12-8 38 . 12,000 — 4°25 0-67 
31 5-15 14°6 45 _ — 5-05 0-80 
32 4:9 13-9 43 _ | 4-60 4-75 0-75 
33 4:9 13-9 43 —_ } —_ 5-05 0-80 
34 5-5 16-1 48 — — 5-2 0-82 
35 Purpura and enlarged | 
en. OG 2-50 7-4 22 _ ~ 2-55 0-40 
36 5°5 14-9 48 _ _ 5°65 0-9 
37 Chronic myeloid leuch- 
emia a a 3-1 9-3 27 120,000 - 8-4 0-54 
38 4:9 13-9 43 — — 4°9 0-77 
39 4:8 13-9 42 _— —_ 4:7 0-74 
40 3°38 10-9 33 — _ 3-95 0:62 
41 Increase in diameter of 
ae “a 4°15 12°3 38 _- _ 4°55 0-72 
42 4-90 13-9 43 _ | _ 4-70 0-74 
43 Slight increase in diameter | 
of cell re we 5-60 15-3 47 _ | _— 5-80 0-92 
Ad 4:7 13-3 41 _ _ 4°55 0-72 
45 3-8 10-9 33 _ 4:2 0-66 
46 Acholurie jaundice, 
marked _anisocytosis 
and poikilocytosis in 
film .. os ef 3-2 9°3 28 -- a 3-7 0-58 
47 4°5 12-8 39 —_ j 4°55 4:2 0-66 
48 4-95 13-9 43 _ | _ 4-9 0:77 
49 4°35 12°8 38 _ — 4°15 0-65 
50 4-60 12-8 40 _ _ 4°45 0-70 
51 4-90 13-9 43 _ _ 4-8 0-76 
52 3-90 9-9 34 _ | _ 3-8 0-60 
53 2°85 8-0 25 _ _ 3-0 0:47 
54 8-70 10-5 29 _ | _ 3-7 0-58 
55 2-65 7:3 23 — | — 2-5 0-39 
56 Leuchemia 0-76 2-3 7 25,000 a 0-75 0-12 
57 Leuchemia ee 3-80 11-3 33 133,000 = 3-90 0-62 
58 Hypochromic anemia 2-85 7°5 24 _— _— 8-15 0-48 
59 Hypochromic anemia .. 3-05 8-1 25 _ -- 8-30 0-52 
60 5:0 15-0 43-5 — —~ 5:05 0-80 
61 4°35 12-0 38 _ —_ 4°65 0-74 
62 4°35 12-6 38 _ _ 4°45 0-7 
63 4-1 11:3 36 _— _ 3-80 0-6 
64 2-2 6-1 20 17,400 _ 2-45 0-38 
65 4:0 11-3 35 —_— — 4-50 0-72 
66 Polycythemia 6-9 19-2 61 _— — 6-3 1-01 
67 4:7 13°38 41 _ —_ 4°55 0-72 
68 3:9 11-3 34 _ _ 4°25 0-67 
69 5:6 15-3 49 — - 5-65 0-9 
70 Acholuric jaundice, 
anisocytosis .. “aes 5-05 14°3 44 _ _ 4-95 0-78 
71 5-05 13-9 44 — 4-80 0-76 
72 5-45 16-3 48 — | _ 5-45 0-86 
73 4-05 11°3 35 — a 3-95 0-62 
74 3-90 11°3 34 _ | _ 3-75 0-59 
75 3-90 11-3 34 ine = 3-65 0-57 
76 Aplastic anemia 1-705 5-1 15 — a 2-0 0-31 
77 4-0 11-8 35 _ — 3-7 0-58 
78 Slight increase in 
diameter of cell a 83-4 9-9 $1 a a 8-50 0-55 
79 5-15 14-6 45 os _ 4°95 0-78 
80 4-60 13-3 40 _ _ 4°35 0-68 
81 4-70 18-9 41 — — 4-90 0-78 
82 4-15 11-8 86 a a 4-15 0-65 
83 5-7 16-1 50 — _ 5-5 0-87 
84 3-1 8-5 27 — a 3-2 0-5 
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TABLE I.—Continued. 





Clinical Laboratory Findings. 


| Experimental Data. 





























r| 
| | | 1 1 
Series Hemoglobin | | Red Blood 
Number. Red Blood Vane | White Blood | Chamber | ‘Cell Count Extinction 
Remarks. Cell Count. (Grammes Hematocrit. Cells per | Count. from Graph. ith 
ions per per 100 (Percentage.) | Cubic - | (Millions per | (Millions per Filter. 
Millilitre.) Millilitres.) metre. |  Millilitre Millilitre.) 
| | 
| | | | | 
85 Slight decrease in size | 
of cell eee f 5:5 15-3 46 _ | — 5-55 0-88 
86 3-7 10-4 $2 | — = | 4:0 0-638 
87 3-8 10-4 34 = = 3-8 0-60 
88 4-35 | 12-3 38 | — | = | 4:15 0-65 
89 Acholuric jaundice .. | 4:6 | 13-6 | 40 _ | _ | 4-25 0-67 
90 3-55 | 9-6 31 er — 8-65 0-575 
91 | 3-80 10-2 33 | — | _ 3-95 0-62 
92 4-70 | 12:9 | 41 ‘i ‘a | 4-95 0-70 
98 4-25 | 11:8 87 = — 4-25 0-67 
94 4-70 12-8 41 —_ | is 4:45 0-70 
95 Post-operative splen- | | | 
ectomy in acholuric | | | 
jaundice x ov 4-15 | 11-8 | 36 _ — 4°15 0-66 
96 4-25 | 11-8 37 _ | _ 4-15 0-65 
97 4:05 10-9 35 — | = 4:15 0-65 
98 415 | 18 | 36 | - | — 4-25 0-67 
99 4-70 13-3 41 a = 4°95 0-79 
100 a 45 | oes | ad | 80 0-82 
| i 








gave lower readings. Blum (1945) agreed with this finding. 
Kortuem ((1940) suggested a somewhat complex set of 
correction factors to overcome this source of error. 
Robertson (1947) gave a simpler account of such correc- 
tion factors, and found after using the method for 15,000 
blood counts that it was simple, accurate and time-saving. 
We have found that differences in cell size can usually be 
neglected, as they cause variations falling within the 
limits of experimental error. In severe macrocytosis (esti- 
mations 28 and 41) a variation in the same direction as 
that found by other workers was present. Again, in a 
severe case of acholuric jaundice with pronounced icterus, 
anisocytosis and poikilocytosis, rather large variations 
both over and under the true count were obtained. 

Whitlock (1947) discussed in some detail the appli- 
cation of turbidimetric methods to this problem, and 
advocated the use of the method as a “screening” technique 
between anemic and non-anemic persons. He considered 
that it should be supplemented by other techniques for the 
exact diagnosis of anemias. Rappaport and Skariton 
(1949) described a modified suspension medium consisting 
of the following: sodium chloride five grammes, citric acid 
five grammes, distilled water 100 cubic centimetres. Jonxis 
(1948) also described a technique. 

In the present work we have, after many trials, slightly 
modified the technique of previous workers to take account 
of most of the sources of variation mentioned. We have 
found it best to dilute the sample first with a small volume 
(0-45 millilitre) of a stock red-cell counting fluid with 
the following composition: mercuric chloride 0:25 gramme, 
sodium sulphate 2-5 grammes, sodium chloride 0-5 gramme, 
distilled water 100 millilitres. We then dilute it further 
with a large volume (9-5 miliilitres) of 2-5% saline 
solution. In many cases these two fluids may be combined 
in a single solution, but when a high white cell count 
is suspected it is best to apply the solutions separately. 

This technique obviates the source of error afforded by 
the presence of white cells, so that the red cells even in 
leuchemic blood can be accurately counted. Hight estima- 
tions were made on leuchemic blood (numbers 5, 16, 20, 
21, 27, 37, 56 and 57 of Table I), with very good agreement 
between the photoelectric and chamber counts. The use of 
hypertonic fluid also produces enough crenation of the red 
cells to minimize the scatter of readings caused by macro- 
cytosis, microcytosis or anisocytosis. Again, the use of a 
red filter for the red cell determination minimizes the 
variations ascribable to differences in the hemoglobin 
content of the cells independent of their numbers, and also 
those due to the presence of bilirubin in the serum. 


Description of the Method. 
In Table I are set out the experimental data, including 
determinations on patients with leuchemia, polycythemia, 
hemolytic icterus and macrocytic and microcytic anemias. 





At the Royal Adelaide Hospital finger pricks are not 
used to obtain samples of blood, but three millilitres of 
venous blood are collected in a dry citrated bottle as a 
routine measure from every patient for whom a blood 
examination is requested. However, the present method 
is readily applicable to a finger-prick sample. 























TABLE II. 
Hemoglobin 
Hemoglobin lue 
Value. Estimated from 
(Grammes pe! Extinction. Curve. 
100 Millilitres.) (Grammes per 
100 Millilitres.) 
EBS re : 
14-0 0-90 sai 
3. 15°6 1-0 sali 
Estimation by Van 15-5 
Slyke and Neill 4 9-0 0-8 ih 
method onseparate 9-2 
samples. 5 7:3 0-64 — 
6. 15°6 1-05 - 
7. 65:0 0-6 co 
8 6:0 0-7 i 
18-9 0-95 a 
12-7 0-9 _ 
11-6 0-85 —_ 
9-9 0-81 — 
Estimations by serial 9-3 0-76 a 
dilution of a 8-7 0-75 _ 
simple sample 7:9 0-74 oe 
(Van Slyke and 7-4 0-70 a 
Neill me’ ). 7:0 0-68 — 
6-2 0-62 oo 
5-6 0-60 — 
6-1 0-59 — 
4-9 0-58 —_ 
4-0 0-52 — 
15-8 1-05 15-6 
138-6 0-92 13-0 
9-5 0-77 9-6 
10-9 0-85 11-4 
8-5 0-75 9-2 
Estimations by Sahli 10-9 0-82 10-8 
method. 7-6 0-68 8-2 
16-3 1-07 16-0 
11-3 0-79 10-3 
13-4 0-98 18-1 
14-6 0-96 13-6 
10-2 0:77 9-8 





The Red Cell Count. 

Fifty cubic millimetres of blood are taken up in a Kahn 
type pipette and expelled into a test tube containing 
0-45 millilitre of the stock red-cell diluting fluid. The 
pipette is rinsed three times with the fluid. After a 
minute 95 millilitres of 25% saline are added. The tube 
is inverted twice and a volume of exactly two millilitres 
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is transferred to a four-inch by half-inch thin-walled 
test tube (a large batch of these tubes have been previously 
standardized for uniform transmission in the nephelo- 
meter). By the use of an Ilford red filter number 205 and 
a solution of the mixed diluting fluids as standard a 
reading is then taken in the nephelometer. We have found 
very suitable the Hilger “Biochem” absorptiometer, adapted 
by a small collar to accommodate the four-inch by half-inch 
tubes. 


a 


$ 





RED BLOOD CELL COUNT IN MILLIONS PER MILLILITRE 


° ‘ 2 3 4 r 6 


Ficure I. 


Readings must be made within thirty minutes of dilution 
of the sample to avoid variations due probably to sedi- 
mentation and to clumping of the cells and adhesion to 
the glass. The diluting fluid devised by Rappaport and 
Skariton (1949) allowed uniform readings up to forty- 
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Ficure II. 


Crosses, Sahli estimations; dots, Van Slyke and Neill 
estimations. 


eight hours, but in our experience produced a greater 
scatter of readings when compared with chamber counts 
than the fluid we used. 

The “extinction” reading (Log 1 transmission) of the 
unknown is then read against a standard curve previously 
prepared. In our work we have used the regression line 
drawn through the points on the scatter diagram obtained 
by plotting 100 estimations of red cell counts by the 





chamber method against the extinction reading of the 
same blood samples (Figure I). 

The entire procedure occupies two to four minutes, and 
is accurate to within 200,000 cells per cubic millimetre. 


The Hemoglobin Content. 


The hemoglobin content is determined by adding sodium 
hydroxide to the sample, which causes prompt laking 
of the cells and produces a clear brown solution. 


At any time after the red cell count has been deter- 
mined, 0-2 millilitre of 5% caustic soda solution is added 
to the eight millilitres of diluted sample remaining in the 
original tube. The tube is inverted once and allowed to 
stand for ten minutes. Complete hemolysis and conversion of 
the hemoglobin to the hemochromogen are actually attained 
after four minutes, at which time the colorimeter readings 
become steady, and remain so for at least forty-eight hours. 
Approximately two millilitres of this solution are then 
transferred to a four-inch by half-inch colorimeter tube, 
and a reading is taken with a blue filter (Hilger OBI) 
and the same standard of original diluting fluids as before. 
A standard curve was prepared by plotting transmissions 
against hemoglobin content of a number of blood samples, 
the hemoglobin content being determined by the gaso- 
metric method of Van Slyke and Neill (Figure II). 

Since the transmission for the hemoglobin determination 
remains unchanged for at least forty-eight hours, it is 
convenient in a large laboratory first to determine the 
red cell counts on a batch of samples, and to add the 
caustic solution to each one as soon as the two millilitres 
have been withdrawn for the red cell count. Hemolysis 
and conversion to hemochromogen are then complete, and 
the batch is ready for the hemoglobin determinations by 
the time the red cell counts are completed. 


Summary. 


A photoelectric method of clinical application is 
described for estimating the red cell numbers and the 
hemoglobin content on a single sample of 50 cubic milli- 
metres of peripheral blood. 
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THE USE OF THE MALE TOAD, BUFO MARINUS, 
FOR PREGNANCY TESTS. 





By H. F. Bertincer Anp I. O’LOUGHLIN, 
Pathology Department, The Women’s Hospital, 
Melbourne. 





ALTHOUGH the original Aschheim-Zondek test has proved 
very satisfactory indeed on account of its high degree of 
accuracy, its only disadvantage, the length of time required 
before a result can be obtained, has led to numerous 
attempts at introducing new methods which would, while 
retaining the basic principle, give the result in a shorter 
time. 

In the general introductory article (Bettinger, 1950) it 
has been discussed at some length that these new methods 
succeeded in shortening the time interval, but that they 
introduced new disadvantages. It was then pointed out 
that the latest method, first described by Carlos Galli- 
Mainini, seemed to have overcome all these difficulties. 
The test is based on the observation that in certain male 
Batrachia spermatozoa will appear in the bladder within 
a few hours after injection of sufficient amounts of gonado- 
trophic hormone. This observation was made in the 
course of investigations of the relationship between the 
pituitary and the testes, which were carried out by 
Houssay and his well-known school in the Argentine. 

It is interesting to note that the release of spermatozoa 
from the testes into the urinary tract occurs in a way 





1This work has been done with the aid of a } erant from the 
National Health and Medical Research Council 





very different from that of higher animals. The testes 
lie on the posterior wall of the abdominal cavity in 
close proximity to the kidneys. The collecting tubules 
emerging from the testes enter the kidney and join up 
with its tubular system, so that actually the spermatozoa 


pass through the kidney substance and through the ureters , 


into the bladder (Figures III to VI). This is due to the 
fact that amphibians retain the mesonephros as permanent 
kidney and do not develop a metanephros. This pheno- 
menon of spermatozoon release as effect of stimulation 
by gonadotrophic hormone was used by C. Galli-Mainini 
as the basis for a new pregnancy test, and his first publi- 
cation appeared in a South American journal in Spanish 
in 1947. 

When we first heard of this test in 1948 we immediately 
began to investigate the possibility of substituting one of 
the locally available species of Batrachia for the Bufo 
arenarum (Hensel), the species with which C. Galli-Mainini 
had originally worked and which does not occur in this 
country. Preliminary experiments showed that the Bufo 
marinus, which is easily available in the canefields of 
Queensland, seemed to give the same reaction (Figure I). 

One of the factors which delayed the work in its initial 
stages was the difficulty of distinguishing male and female 
reptiles. There are no different external genital organs 
which would make it easy to distinguish the sexes. One 
has to rely on secondary characteristics, and we are 
indebted to personal communications of Dr. Galli-Mainini 
for help in overcoming these difficulties. 

Towards the end of 1948 Galli-Mainini published another 
paper in which he summarized the results of several 
thousand tests which had been performed by that time. 
The results were so consistently good that the overall 
accuracy was reported to be 98% to 100%. At the same 
time, reports began to appear from all parts of the world 
indicating that many other species of Bufo and even the 
common European Rane all seemed suitable for this new 
test. 

We demonstrated the test at scientific meetings in 
October and December, 1948, and commenced using Bufo 
marinus early in 1949 for routine tests. 


Method. 


The toads are obtained through the courtesy of the 
Physiology Department of the University of Melbourne. 
This department receives at regular intervals air-freight 
consignments from Queensland, in which an order for our 
requirements is now included. As soon as a new batch 
arrives the required number of males is selected. This 
is a task which after considerable experience becomes 
easier, but still requires a fair amount of time. As was 
pointed out before, both sexes have the same type of 
cloaca and the differentiation has therefore been made on 
the following grounds. 

The male is usually smaller than the female, is more 
evenly coloured and has stronger forearms. It has a 
darkly pigmented area on the inner surface of the thumb. 
If it is taken up, with the fingers gripping it. behind the 
forelimbs, it will croak and the forelimbs will display 
the embracing refiex. With experience one has to rely 
less and less on these definite characteristics; one “gets 
an eye” for the general appearance of males and females. 

The housing of the toads is easy. The only essential 
condition is the presence of a high degree of moisture. 
The actual type of container does not matter very much 
as long as a rag at the bottom of it is always kept wet. 
However, the toads should not be kept even partly sub- 
merged in water. The feeding problem is still simpler. 
The toads will not accept any kind of food one may offer 
them. They do quite well without any for about three or 
four months, and it is then time to replace them. They 
can be used a number of times; the minimum ,interval 
between two tests is a week, but it is probably preferable 
to give them a somewhat longer rest, and one should 
therefore work with three batches of them in rotation. 

With regard to the technique of injection, the following 
points have to be observed. The fluid has to be deposited 


as far away as possible from the point of entry of the 


needle, because the skin does not contract sufficiently well 
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after withdrawal of the needle and any fluid deposited 
near by will leak out. In our experience the best way 
of performing the injection is as follows. One inserts the 
needle where the loose skin of the flank begins to attach 
itself to the bony structures of the back, and pushes it 
forward until one reaches the loose tissue of the other 
flank (see Figure II). The bony structures are rather 
broad in the lumbar region of the back, and they prevent 
the needle from penetrating into the depth and injuring 
the internal organs. The skin is fairly firmly attached 
to the bone, which makes the progress of the needle some- 
times slightly difficult, but prevents efficiently a leakage 
of fluid through the perforation of the skin. The loose 
tissue of the flank contains wide lymphatic spaces, which 
easily accommodate more than the 10 millilitres of urine 
which are actually injected. The urine requires no prior 





Ficure I. 
The male Bufo marinus. 


(Natural size.) 


treatment. Specimens of urine which prove toxic to rats 
are often well tolerated by the toads. However, the rules 
with regard to collection of the urine specimen (first 
specimen passed in the morning after restriction of fluids 
since the night before the test) should be adhered to 
strictly. 

The toads are then placed in individual numbered cages 
which contain some cotton wool soaked in water. We 
have obtained positive results as early as one hour after 
the injection, but the usual routine in these laboratories is 
to inject the animals in mid-morning and examine their 
urine for spermatozoa in the early afternoon. To obtain 
a sample of the urine a suitable pipette is introduced into 
the cloaca for about 0-5 centimetre and gently moved to 
and fro until a drop of urine enters it. This sometimes 
is not as easy as it may seem, especially if the reptile 
has emptied its bladder, as it is likely to do when disturbed 
in its cage. We have come more and more to make use 
of this “alarm reaction” of the toad; if one has a slide 
ready before disturbing the toad, one can usually collect 
many times the quantity of urine required without 
catheterization. 

In the tests giving positive results there are usually 
large numbers of spermatozoa present in the urine. They 
can be easily seen under the microscope with the use of 
the same medium magnification and reduced illumination 
as in the examination of urine for deposits. High-power 











magnification shows that the toad spermatozoa have a 
shape quite different from that of human spermatozoa. 
Instead of a small oval head they have a long pointed 
body, which is often not much shorter than the tail. It 
is immaterial for the reading of the test result whether 
they seem motile or not, and it is well to bear in mind 
that certain scratches in the glass can look remarkably 
like them (Figure VII). 

If the urine of the tested toad does not contain sperma- 
tozoa after three or four hours we examine it again at 
the end of the afternoon—that is, after six or seven hours 
—and if the result is still negative another toad is injected 
and both are examined the next morning. If the urine 
of both is free from spermatozoa, the test result is reported 
as negative. 








Ficure II. 
Technique of injection. 


(Natural size.) 


Results. 

As the majority of pregnancy tests in these laboratories 
are now performed on the request of medical practitioners 
outside this hospital, it seemed advisable to obtain, after 
a sufficient lapse of time, information about the degree of 
accuracy of the test by sending to the practitioners 2 
letter of inquiry. To date we have received 139 replies 
to our letters, and only these cases will be used as the 
basis for the present communication. 

Of these 148 tests, 50 gave a positive result and the 
presence of the pregnancy was confirmed by the clinical 
evidence in every instance. Of the 98 cases in which a 
negative result was obtained, pregnancy was absent in 91, 
as was proved by the further course of events in each 
of these cases. In seven, therefore, there was some dis- 
crepancy between the result of the test and the subsequent 
clinical evidence. 

However, none of these seven discrepancies can really 
be regarded as due to an inherent fault of the method. 
In three of the seven cases a repetition of the test one to 
two weeks later gave a positive result and fhe presence 
of pregnancy was confirmed clinically. It is likely that 
none of these three specimens contained, on the first 
occasion, sufficient quantities of gonadotrophic hormone 
to elicit a positive response, probably because the test was. 
requested too early. It is true that in al] three cases the 
period of amenorrhea was stated to be more than six 
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weeks; but it has been pointed out in the introductory 
article that such a statement is not always reliable, because 
one cannot be sure when the missed menstrual period 
would actually have occurred. Furthermore, in at least 
two of these cases it is possible that the gonadotrophic 
hormone production was not of the usual order, because 
one of the patients actually aborted a short while after- 
wards, while the other developed the symptoms and signs 
of threatened abortion, but finally carried on. 


Of the four other cases, three were also not normal 
pregnancies. In all four the test was requested after a 
period of amenorrhea varying from four to six months 
—that is, at times when the gonadotrophic hormone 
excretion has passed its peak and has dropped again to 
comparatively low levels. In three, hemorrhages at 
various intervals before the performance of the test had 
indicated a disturbance of the pregnancy, and all three 
patients finally aborted.. The last case of this group is 
the only one in our series in which a negative result was 
obtained from the urine of a woman who later proved to 
be normally pregnant. However, in this case an Aschheim- 
Zondek test was performed in parallel, and this also pro- 
duced a negative result. There is, therefore, a strong 
suggestion that faulty collection of the urine was respon- 
sible for this apparently wrong result, especially as this 
woman could not have been expected to have very large 
quantities of hormone in her urine, since she had a period 
of amenorrhea of eighteen weeks. 


Therefore, it seems justifiable to state that the apparently 
wrong results in these seven cases are due to factors 
which are not inherent in the method, which would occur 
with any other method as well, and over which the labora- 
tory has no control. 


Conclusions. 


The use of the male toad as an experimental subject for 
pregnancy tests, as suggested by C. Galli-Mainini, appears 
entirely satisfactory. A suitable species (Bufo marinus) 
is available in sufficient quantities and at low cost in this 
country; housing and maintenance of the toads are far 
easier and cheaper than of any other animal. The tech- 
nique of the test is slightly more complicated than that 
of some other pregnancy tests, but not so as to contribute 
a significant disadvantage. The test has a definite end- 
point; subjective judgement does not enter into the read- 
ing of the result, and the presence of spermatozoa con- 
stitutes an objective proof of the positive result of the 
test. The speed of the reaction leaves nothing to be 
desired. A positive result is usually obtained within a 
few hours, a negative result can be reported with safety 
within twenty-four hours.. Most important, however, is 
the fact that none of these advantages has been obtained 
at the expense of accuracy. There has not been one wrong 
positive result in our series, nor have any been reported 
in the literature. “Wrong negative” results have been 
observed in a very small number of cases, but in none 
of them was this due to a fault inherent in the method. 
In all our observations the “wrong” results could be traced 
to one of the three factors which are usually responsible 
for such results, but which lie outside the control of the 
laboratory: a request of a test too early in pregnancy, the 
faulty collection of the specimen, and the presence of a 
pregnancy about to terminate by abortion—that is, one 
associated with disturbances of hormone production. 


In summing up, we can state that we feel quite sure 
about any positive result. With a negative result, we 
have a faint suspicion that our toads may not be quite 
so sensitive to comparatively low hormone levels as other 
animals. We guard against this by always using a second 
toad if the first gives a negative result. On the other 
hand, a negative result in cases in which the clinical 
evidence strongly suggests pregnancy, may contain a useful 
hint that all is not well with such a pregnancy. The point 
with which the general article concluded cannot be empha- 
sized too much: the result of a laboratory test should 
receive its due’ place amongst all the factors of a case 
under investigation—it is not a cure-all for everything 
that may stand in the way of a prompt diagnosis. 





Summary. 

1. The adaptation to Australian conditions of a preg- 
nancy test with the use of male Batrachia is reported. 

2. Details about a suitable species, its housing and main- 
tenance are given. 

3. The method is described in detail. 

4. The results in a series of 139 clinically confirmed 
cases are discussed. 

5. The conclusion is reached that the new method is 
well suited to become the standard method for the per- 
formance of pregnancy tests. 
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Legends to Illustrations. 

FicurRE III.—Low-power ‘photomicrograph showing close 
proximity of testes and kidney. (x 30.) 

Figure IV.—Section through testes of toad giving negative 
result. The seminiferous tubules contain some spermatozoa, 
but are mainly = by their precursors at varying stages of 
maturation. (x 42 

FIGURE Si Sccoroid through testes of toad giving positive 
result. The tubules contain only remnants of Sertoli cells and 
varying numbers of spermatozoa. (x 420.) 

FIGURE VI.—Spermatozoa in the tubules of the kidney. 
(x 420.) 

FicurE VII.—Details of structure of individual spermatozoa 
in a preparation from urine. x 540.) 

Figure VIIIa.—Details of structure of individual spermatozoa 
as revealed by phase-contrast microscopy. (x 1250.) 

Figure VIIIs.—Details of structure of aPootnae spermatozoa 
as revealed by phase-contrast microscopy. (x 1250.) 
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MULTIPLE MYELOMATOSIS, WITH REPORTS ON 
THREE CASES. 





By D. G. LANE, M.B., B.S. (Queensland), 
Brisbane. 





I HAVE been prompted to write on this subject because 
of personal contact with three patients suffering from 
myelomatosis within twelve months. Several excellent 
reviews of the disease have already been written, and it 
would be presumption on my part to try to improve on 
them. However, I wish to mention some of the main 
features of the disease, and to emphasize and correlate 
the important aspects of the three cases concerned: 


REPORTS OF CASES. 


Casp I.—Mrs. H.E., aged seventy-one years, was admitted 
to the Brisbane General Hospital on July 26, 1948. She 
had recently been a patient at the Alfred Hospital, Mel- 
bourne, where her presenting sign was anemia. She had 
received several blood transfusions, and sternal biopsy had 
revealed myeloma cells. (See Figure I.) Her history on her 
admission to the Brisbane General Hospital was that for 
the past two to three years she had noticed the gradual 
onset of weakness and lassitude with occasional “giddy 
turns”. She thought that she had been losing weight, but 
was uncertain of the amount. There was no definite history 
of pains in the bones. On examination of the patient some 
pallor was obvious, but there was no evidence of weight 
loss and no bony deformity. The examination of her 
various systems revealed nothing relevant to the condition. 

An X-ray examination before the patient’s admission to 
hospital revealed Paget’s disease of the pelvis with 
generalized bony rarefaction of the skeleton. No definite 
evidence of myelomatosis was seen. On July 8, 1948, before 
her admission to hospital, a blood examination gave the 
following information. The erythrocytes numbered 3,550,000 
per cubic millimetre, the hemoglobin value was 51% and 
the colour index was 0°7. The leucocytes numbered 8700 per 
cubic millimetre, 69% being neutrophile cells, 283% lympho- 
cytes and 2% monocytes. The blood platelets were normal. 
Hypochromia, anisocytosis and poikilocytosis were present. 
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The total serum protein content was 10:3 grammes per 
centum; the albumin content was 4:3 grammes per centum, 
the globulin content was 6:0 grammes per centum and the 
albumin-globulin ratio was 0:7. Bence-Jones protein was 
absent. 

On July 28 the blood sedimentation rate by Cutler’s method 
was 29 millimetres, and the blood urea content was 43 
milligrammes per centum. A microscopic examination of 
the urine gave findings within normal limits, and the urine 
was found to be sterile. The Wassermann test produced no 
reaction. On August 3 examination of a blood smear 
revealed fairly pronounced clumping and rouleaux formation 
of red cells, with some anisocytosis, hypochromia and 
punctate basophilia. No myeloma cells were seen. On 
August 17 the serum alkaline phosphatase content was seven 
King-Armstrong units. Two sternal punctures were per- 
formed at this juncture, and the findings were within 
normal limits; however, an iliac crest puncture revealed 
the presence of myeloma cells. 


On December 1 the erythrocytes numbered 2,910,000 per 
cubic millimetre, the hemoglobin value was 52% and the 
leucocytes numbered 6900 per cubic millimetre. Apart from 
an occasional backache the patient was feeling well. 

On February 10, 1949, an X-ray examination of the skull 
and long bones revealed some areas of osteoporosis sug- 
gestive of the punched-out areas of myelomatosis. 


husky, unpleasant voice. Examination of her skeletal 
system revealed a large, rounded swelling on the medial 
ends of both clavicles, and a swelling at the junction of the 
manubrium with the body of the sternum (Figure II). She 
had pronounced kyphosis in the region of the seventh and 
eighth thoracic vertebre. Examination of the central 
nervous system revealed right hypoglossal palsy of the 
lower motor neuron type, and paralysis of the right vocal 
cord. Apart from elevation of the blood pressure to 140 
millimetres of mercury, systolic, and 100 millimetres, 
diastolic, examination of her other systems revealed no 
significant abnormality. 

A series of X-ray films taken prior to her admission to 
hospital revealed changes typical of the disease. The 
punched-out areas in the skull ,are well illustrated in 
Figure III. She had a compression fracture of the seventh 
thoracic vertebra (Figure IV), but otherwise no fractures 
were seen. The medial ends of both ciavicles and the left 
ischium give the appearance of giant-cell tumours 
(Figures V and VI). 

On May 17 the erythrocytes numbered 4,000,000 per cubic 
millimetre, the hemoglobin value was 74% and the colour 
index was 0:9. The leucocytes numbered 5500 per cubic 
millimetre, 49% being neutrophile cells, 49% lymphocytes 
and 2% eosinophile cells. The blood platelets were normal. 





Ficure I. 


Sternal biopsy, showing several 
myeloma cells. (x 400.) 


Case I. typical 


On April 6, 1949, the hemoglobin value was 56% and the 
patient was symptom-free. 

On July 17, 1949, the patient was in good general health, 
gaining in weight and suffering from no bone pains. 

Whilst under our care, the patient received a suitable iron 
preparation and any symptomatic therapy required. No blood 
transfusion was given, as she had maintained a steady blood 
picture after her previous transfusions in Melbourne. 


This case is atypical in respect of the patient’s age, the 
lack of definite radiological changes, and the absence of 
significant pains in the bones. It also demonstrates a 
fallacy of sternal puncture, as two such punctures were 
performed with negative results. However, as was men- 
tioned above, the iliac crest puncture was conclusive. In 
this case the diagnosis was originally entertained because 
of the presenting anemia and the raised serum protein 
level with increase in the globulin fraction. 


Casz II.—Mrs. M.S., aged forty-six years, was admitted 
to the Mater Misericordie Public Hospital, Brisbané, on 
May 11, 1949. Her history extended back fourteen months, 
when she developed nagging pain in her left knee. Later 
she had similar pain in the shoulders and back. She had 
continued to suffer from these pains at irregular intervals. 
For about one month prior to her admission to hospital 
dysphagia had been present and had gradually become 
worse, until the swallowing of fiuids became difficult; this 
was associated with a productive cough and difficulty in 
expectoration. Since the onset of the dysphagia, anorexia 
and loss of weight had occurred. 

Examination revealed the patient to be a woman of 
average build and normal skin colour. She spoke with a 





Ficure II. 


Case II. Showing the rounded swelling on the medial 
ends of the clavicles and the swelling at the junction of 
the manubrium with the body of the sternum. 


Anisocytosis and hypochromia were present, and Bence- 
Jones protein was present. The blood sedimentation rate 
(Cutler’s method) was 16 millimetres. The serum calcium 
content was 10°1 milligrammes per 100 millilitres. The serum 
alkaline phosphatase content was 8:1 King-Armstrong units. 
The serum protein content was 6:5 grammes per centum, 
the albumin content was 3°8 grammes per centum, the 
globulin content was 2:9 grammes per centum, and the 
albumin-globulin ratio was 1:4. Although the total serum 
protein content was not raised, there was a relative increase 
in the globulin fraction. A routine Wassermann test pro- 
duced no reaction. 

On May 23 direct laryngoscopic examination revealed 
much mucus in the right pyriform fossa and a paralysed 
right vocal cord. There was an cdematous swelling in 
the region of the right arytenoid cartilage. On May 24 
sternal puncture. was performed and typical myeloma cells 
were seen (Figure VII). 

On May 28 the administration of Elixir Urethani, four 
grammes daily, was commenced. On June 3 the leucocytes 
numbered 6500 per cubic millimetre, 70% being neutrophile 
cells, 28% lymphocytes and 2% eosinophile cells. The 
platelets were normal, and anisocytosis and hypochromia 
were present. (This blood count revealed the expected 
leucocytosis following the commencement of urethane 
therapy.) On June 7 the leucocytes numbered 4600 per 
cubic millimetre, 72% being neutrophile cells and 38% 
lymphocytes. Slight symptomatic improvement was now 
apparent. On June 17 a blood count gave the following 
information: the erythrocytes numbered 4,200,000 per cubic 
millimetre, the hemoglobin value was 80% and the colour 
index was 0°9; the leucocytes numbered 4500 per cubic 
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millimetre, 68% being neutrophile cells, 30% lymphocytes 
and 2% eosinophile cells. A gradual leucopenia continued 
to develop, and leucocyte counts were made every second 


On August 2 the leucocytes numbered 3000 per cubic 
millimetre. The dysphagia had now entirely disappeared, 
and the patient was gaining in weight. On August 5 an 
X-ray examination revealed no significant changes. (This 
is to be expected with urethane therapy.) On August 8 the 
urethane dosage was reduced to two grammes daily. On 
August 12 the leucocytes numbered 2000 per cubic milli- 
metre. Urethane therapy was stopped, owing to the severe 
degree of leucopenia. 

On August 18 the leucocytes numbered 2700 per cubic 
millimetre. On August 20 sternal puncture was again 
performed. Numerous myeloma cells could still be seen. 
However, several of the rare giant plasma-myeloma cells 
were present, and exhibited granule formation in the nuclear 
chromatin (Figure VIII). On August 22 the leucocytes 
numbered 3700 per cubic millimetre. The serum protein 
content was 6°5 grammes per centum, the albumin content 
was 3°7 grammes per centum, the globulin content was 2°8 
grammes per centum and the albumin-globulin ratio was 1:3. 


1949. His history was that of perfect health until an 
accident two years earlier, when he sustained a fractured 
right mandible. About nine months prior to his admission 
to hospital he felt a sudden pain in the lumbo-sacral region 
whilst engaged in heavy lifting; this pain gradually eased. 
One month later he suffered from severe pain in the neck, 
which had since recurred intermittently. His condition had 
been diagnosed as “fibrositis’. He had recently also had 
severe pains in the chest. His appetite had steadily 
failed, and there had been rapid loss of weight during the 
previous two months. He was admitted to hospital for 
investigation with a diagnosis of anemia and arthritis; 
prostatic carcinoma was suspected. 

On examination, the patient was extremely pale, but of 
average build. He had difficulty with movement in bed, 
chiefly owing to the pain. Examination of his skeletal 
system revealed pronounced left-sided scoliosis and tender- 
ness over the upper thoracic and lower cervical vertebre. 
His blood pressure was 140 millimetres of mercury, systolic, 
and 90 millimetres, diastolic, but systematic examination 
otherwise revealed no relevant abnormality. The prostate 
felt firm, but within normal limits. 





Figure VII. 


Case II. The myeloma cell in this marrow smear is a 

good example of a typical myeloma cell. Note the 

nucleolus and the minute vacuoles in the cytoplasm. 
(x 900.) 


On August 25 urethane therapy (two grammes daily) was 
restarted. The total amount of urethane given at -this 
juncture was 286 grammes. The patient’s appetite was now 
normal, and she was regaining weight steadily. The dys- 
phagia had entirely disappeared. 

On August 28 the serum calcium content was 10°5 milli- 
grammes per centum. The serum alkaline phosphatase 
content was 7°8 King-Armstrong units. The blood urea 
content was 33 milligrammes per 100 millilitres. Bence- 
Jones protein was absent. 

On September 14 progress continued to be satisfactory. 
The leucocytes numbered 4500 per cubic millimetre. Urethane 
therapy was stopped. 

This case is more typical than the previous case, and 
it demonstrates the symptomatic relief, at least, which 
can be given by the use of urethane; but leucopenia must 
be carefully watched. It is interesting to note in this case 
the varied radiological changes, the normal results to 
total serum protein estimations, and the cranial nerve 
palsies (affecting the tenth and twelfth nerves on the 
right side), which are probably due to local pressure from 
bony swellings at the base of the skull. The edematous 
swelling, commented upon at the direct laryngoscopic 
examination, could have been due to soft-tissue infiltration 
by the tumour cells. Conclusive evidence for the diagnosis 
was established by the simple bedside procedure of sternal 
puncture. However, with regard to the above, as has been 
mentioned elsewhere, we must observe in this case the 
advisability of having had the sternum radiologically 
examined so that the bone texture could be studied; the 
sternal swelling was carefully avoided during puncture, 
lest penetration of: the posterior plate result. 


Cass III.—Mr. C.N., aged fifty years, was admitted to the 
Mater Misericordize Public Hospital, Brisbane, on August 1, 





Ficure VIII. 


Case II. Marrow smear after long course of 

urethane therapy. This is one of the giant myeloma 

cells showing darkly staining clumps of nuclear 
chromatin. (x 900.) 


On August 1 an X-ray examination revealed collapse of 
the third cervical and tenth thoracic vertebre with con- 
siderable rarefaction (Figure IX). In the bony pelvis 
multiple small rarefied areas were seen, which were also 
present in the upper ends of both femora (Figure X). The 
radiologist favoured a diagnosis of secondary carcinoma. 
The serum calcium content was 11:4- milligrammes per 100 
millilitres. The serum alkaline phosphatase content was 
19 King-Armstrong units. The serum acid phosphatase 
content was 1°8 King-Armstrong units. The serum protein 
content was 10°6 grammes per centum, the albumin content 
was 3°8 grammes per centum, the globulin content was 6:8 
grammes per centum and the albumin-globulin ratio was 
0°56. Bence-Jones protein was present. The blood urea 
content was 80 milligrammes per centum. The Wassermann 
test produced no reaction. A blood count gave the following 
information: the erythrocytes numbered 1,700,000 per cubic 
millimetre, the hemoglobin value was 33% and the colour 
index was 0°9; the leucocytes numbered 4600 per cubic 
millimetre, 64% being neutrophile cells and 36% lympho- 
cytes; the platelets were normal. A few plasma-myeloma 
cells were noted. 

On August 10 sternal puncture was performed, and a large 
number of abnormal early cells, apparently the plasma- 
myeloma cells of Bayrd, were found; otherwise no great 
abnormality was seen. The extreme thinness of the anterior 
plate of the sternum during puncture was a feature 
(Figures XI, XII, XIII, XIV and XV). 

On August 17 a transfusion of one litre of blood was 
given. On August 18 a blood count gave the following 
information: the erythrocytes numbered 2,700,000 per cubic 
millimetre, the hemoglobin value was 53% and the colour 
index was 0°9; the leucocytes numbered 3800 per cubic 
millimetre, 72% being neutrophile cells, 25% lymphocytes 
and 3% eosinophile cells. The platelets were normal. The 
administration of Elixir Urethani, four grammes daily, was 
commenced. 
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On August 25 the leucocytes numbered 4600 per cubic 
millimetre and the blood urea content was 120 milligrammes 
per 100 millilitres. The patient was now feeling a little 
better and his appetite was improving. The rise in the 
erythrocyte count continued; however, the blood urea level 
was rising rapidly. 

On September 1 the blood urea content was 201 milli- 
grammes per centum, the serum calcium content was 12 
milligrammes per 100 millilitres and the serum protein con- 
tent was 9-5 milligrammes per centum, the albumin-globulin 
ratio being 0-4. The serum alkaline phosphatase content was 
15 King-Armstrong units. 

On September 8 the blood urea content was 345 milli- 
grammes per centum. His condition was deteriorating with 
the advance in renal failure. The urethane therapy had 
been stopped because of vomiting. 

On September 18 death occurred. 

On September 19 an autopsy was performed. Macroscopic- 
ally, the most significant changes were noted in the bone 
marrow. On section the sternum was red, and multiple 
areas of cavitation were present in the region of the 
manubrium; the cortex was also considerably thinned. 
Similar features were noted in the ribs. The bodies of the 
third cervical and tenth thoracic vertebre were collapsed, 
and the marrow was affected by gross loss of structure and 
contained several areas of whitish grumous character. The 
kidneys appeared normal. The prostate was small and 
fibrous. All the other organs seemed to be within normal limits. 


Microscopic examina- 
tion revealed the follow- 
ing findings. In the lung 
patchy bronchopneumonia 
was present; one bron- 
chiole was filled with 
lymphocytes and plasma 
cells. In the liver, slight 
fatty degeneration and 
cloudy swelling were 
found. In the kidneys 
there was patchy necrosis 
of the convoluted tubules; 
a number of collecting 
tubules contained densely 
staining pink casts. A 
mild degree of pyelo- 
nephritis was in evidence. 
Slight cystic hyperplasia 
of the prostate was 
found; there was no 
evidence of malignant 
disease. In the bone mar- 
row myeloma cells were 
present in large clumps, 
constituting about 30% to 
50% of the nucleated cells. 

In this case the diag- 
nosis was uncertain until 
sternal puncture was performed. However, the severe 
unaccountable anemia, the bone pains and the raised 
globulin fraction of the serum protein seemed to suggest 
myelomatosis. The radiological appearances were atypical, 
and it can be readily understood how secondary carcinoma 
was considered. The follow-up investigation with urethane 
therapy was interrupted by the deterioration of the 
patient’s condition, and renal failure eventually led to 
death. 
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FiGuRE XI. 


Case III. Marrow smear show- 
ing myeloma cell with lightly 
staining cytoplasm and several 
tiny vacuoles; the nucleus is 
eccentrically placed. (x 900.) 


DISCUSSION. 
Pathology. 

It now seems proven that multiple myelomatosis is a 
malignant disease of varying severity affecting chiefly the 
bone marrow. The essence of the disturbance is an 
abnormal proliferation of the multipotential reticular cells. 
The commonest product of such proliferation is the 
myeloma-plasma cell. 

However, various abnormal cells ranging from myelo- 
blasts to erythroblasts can constitute the predominant 
cytology. Also, the disease may sometimes appear in the 
shape of a true system disease involving all the organs, 
or it may occur as leuchemia. Thus we see that this 
disease can be most protean in its manifestations. 
Stevenson points out that myelomatosis can occur in the 
following forms: (i) as a tumour of bone of low malig- 
nancy; (ii) as a soft-tissue plasmocytoma, later producing 











multiple myelomata in bone; (iii) as a system disease 
confined to the marrow; (iv) as a system disease of 
marrow and other hemopoietic tissues; (v) as a malig- 
nant tumour with true metastases; (vi) as leuchemia. 


Cytology. 


Once again, cytologically extreme variation is a striking 
feature of the disease. The abnormal cells resemble thz 
plasma cell, but may vary from the very anaplastic and 
immature cell to the well-differentiated and almost charac- 
teristic plasma cell. 

Some of the variations possible will be appreciated by 
perusal of the figures provided and underlying comments. 

Bayrd has shown that the feature shared by the 
“myeloma” cell with the plasma cell is the abundant, 
granular, basophilic cytoplasm, which tends to be fragile 
and undergo the same degenerative changes in each— 
namely, the formation of Russell bodies and vacuolization. 

Fairly frequently a perinuclear clear area is present 
and the nucleus tends to be eccentrically placed. 

Cytoplasmic exten- 
sions may also. be 
seen in either case, 
but they are noticed 
more frequently in 
cases of myelomatosis. 
In several instances 
multinucleated cells 
are seen (Figures 
XII, XIII and XIV). 

Finally the mye- 
loma-plasma cells will 
frequently be seen to 
possess a large clear 
nucleolus, and _ the 
nucleus will exhibit a 
tendency to form 
isolated areas of con- 
densed chromatin and 





produce the “cart- 

wheel” effect. 

Pail Clinical Features. 

The patient is most 
Figure XII. frequently a é male, 
Case III. This marrow smear aged between forty 
contains an excellent example of a and fifty years, but 
binucleate myeloma cell with s s . 
prominent nucleoli. (x 900.) this varies consider- 
ably; one of my 
' patients was aged 
seventy-one years. Pain is common (90%) and may be 
severe, especially in the long bones and back. In Case III 


the condition was originally diagnosed as “fibrositis”, later 
as “arthritis”, and even as secondary carcinoma. Hence, 
this disease must be considered when pains of the limbs 
of an uncertain and intractable nature are being treated. 


Weakness and cachexia are usually present, but were 
not pronounced in my cases, except in Case III. The weak- 
ness and tiredness are often due to the concomitant 
anemia, so pronounced in Case III. The anemia is 
usually of normochromic or hypochromic type, with a 
normal or low total leucocyte count and a normal dif- 
ferential leucocyte count. The myeloma cells may appear 
in small numbers (1% to 10%) in the peripheral blood, 
especially later in the course of the disease. 


Pathological fractures are common and _ frequently 
multiple. The second patient had a compression fracture 
of the seventh thoracic vertebra (Figure IV). The third 
patient had similar compression fractures in the cervical 
and thoracic regions and had suffered from a fractured 
mandible. 

Some patients have neurological symptoms due chiefly 
to spinal fractures and compression. In Case II the right 
tenth and twelfth nerves had apparently been compressed 
by bony swellings in the region of their exit from the base 
of the skull. At first this patient seemed to present 
primarily an ear, nose and throat problem. 
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Renal failure of varying grades is present in over half 
the cases, owing to tubular obstruction by protein casts. 
In Case III renal failure was a prominent feature, as 
shown by a rising blood urea level; but in the other cases 
renal function appeared normal. 


Biochemical Changes. 

There is nothing constant about the biochemical changes. 

As students we commonly associate Bence-Jones protein 
with this disease; but it occurs in only about half the 
cases: Moreover, there are other conditions in which it 
can occur—for ex- 
ample, chronic lym- 
phatic leuchemia and 
carcinoma with secon- 
dary deposits in bone. 
Bence-Jones pro- 
teinuria may be 
present and absent at 
different times in the 
same case, as in Cases 
II and III. It is 
usually associated 
with a normal or low 
blood protein level. 

Hyperproteinemia or 
hyperglobulinemia, or 
both, will be found in 
about two-thirds of 
the cases, with con- 
sequent effects upon 
blood sedimentation 
rate, viscosity et 
cetera. In Case II, 
although the _ radio- 
logical changes were 
most typical, repeated 
serum protein estimation resulted in a normal figure, but 
with a slight rise in the globulin fraction. On the other 
hand, in Case I there were pronounced hyperproteinemia 
and hyperglobulinemia, and yet radiological changes were 
negligible. 

Thus there appears 
to be no correlation 
between the serum pro- i 
tein content and bone Be 
changes. be 

Hypercalcemia is 
present in about two- | 
thirds of the cases, but |; 
there is no correlation es 

t 





Figure XIII. 


Case III. A trinucleate myeloma cell 
in marrow with fragmentation of 


the cytoplasm. (x 900.) 


<r oped 





with the serum alkaline 
phosphatase, as_ the 
latter is usually normal 
or moderately increased 
in amount. 


Sternal Puncture 
and Biopsy. 
Sternal puncture is | 
usually essential to 
establish the diagnosis, 


and it is a simple f 

procedure often over- b ee eS | 
looked. In Case II the — ag 
sternum contained a Ficure XIV. 

large localized myeloma ° Case III. Marrow. This is a 


tumour, which had to 
be carefully avoided. 
Also, in Case III I was 
impressed by the ex- 
treme thinness of the 
anterior plate of the sternum during puncture. Hence it 
must be emphasized that the manceuvre should be gentle, 
and that a needle with an adequate guard should be 
employed if accidents are to be avoided. 

However, in Case I two‘sternal punctures gave negative 
results, but the iliac crest was aspirated with conclusive 
results. Also, in Case I a sternal biopsy was performed 


rather unusual example of a 

myeloma cell containing four 

nuclei each with its own nucleolus. 
(x 900.) 














which revealed the typical cells. Thus we see that sternal 
puncture has its fallacies, but as a rule they are few. 


Prognosis. 

The prognosis obviously will depend upon the grade of 
myelomatosis. In cases of localized bone tumour the 
patient may survive for many years, whereas if the disease 
assumes a leuchemic form the survival period may be a 
few months. In Case I, although the original anemia was 
severe, the blood transfusions have had lasting value, and 
the patient’s general state of health remains satisfactory; 
the administration of urethane does not appear warranted. 
However, in Case III the anemia was pronounced and 
the radiological changes were diffuse, indicating a more 
serious grade of the disease. Case II is intermediary in 
nature, and so far the patient has shown an encouraging 
response to urethane therapy. However, the cranial nerve 
paralysis and the compression fracture of the seventh 
thoracic vertebra may presage further more ominous 
events. 

There is no evidence that real spontaneous remissions 
occur in this disease. 


Treatment. 
We must first concern ourselves with the treatment of 
the anemia, the pain and the spontaneous fractures. 
Transfusion is necessary when the anemia is severe; 
iron may raise the hemoglobin value. 











FIGURE XV. 


Case III. This marrow smear contains an excellent 
example of a eee oo} undergoing mitrosis. 
x i 


Deep X-ray therapy, stilbamidine and radio-active phos- 
phorus have been tried and found wanting, although Bayrd 
and Hall have had one patient who was originally 
moribund, but on exhibition of P*® made an amazing and 
unexpected recovery, to resume normal work. 

Recently urethane has achieved prominence, and its 
results have been encouraging. Lodge and Rundles have 
presented evidence to show that the administration of 
urethane to patients with myelomatosis alters the funda- 
mental abnormalities of the disease in a selective and 
beneficial way not possible of attainment by previously 
available therapeutic agents. 

Relapses of the disease in some cases may not occur for 
six months or longer after cessation of urethane therapy 

The patient in Case II has certainly shown a satis- 
factory response subjectively. The marrow picture shows 
a diminution in the number of myeloma cells since 
urethane has been given. Evidence whether or not this 
progress will be sustained is eagerly awaited. 


CoNCLUSION. 
I have briefly covered some of the important aspects 
of myelomatosis, and where possible have correlated the 
discussion with my case reports. 
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The three cases reported are of interest and serve to 
show the protean forms which the disease may assume. 
In one case urethane therapy has been encouraging. 


The photomicrographs also serve to show the variations 
which may be present in the cytology. 
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Legends to Illustrations. 

FIGURE III.—Case II. This shows clearly the typical punched- 
out areas in the skull. 

FieurE IV.—Case II. Showing the compression fracture of 
the seventh thoracic vertebra. 

FicurRE V.—Case II. Note the expanded medial ends of the 
clavicle, especially the left. 

FicgurRE VI.—Case II. Note destruction of ‘the left ischium, 
which gives the appearance of a giant-cell tumour. 

FicurE IX.—Case III. Showing extreme rarefaction of the 
body of the third cervical vertebra. 

Figure X.—Case III. There are some small rarefied areas 
‘in the bony pelvis and in the upper ends of both femora. 
However, it is readily understood why it was originally thought 
that secondary carcinoma had produced these appearances. 


ADDENDUM. 


In a communication from Mrs. M.S. (Case II), dated May 
25, 1950, she informs me that she has never suffered from 
any further dysphagia, and that both her appetite and her 
weight are quite normal. However, it appears that she now 
suffers from partial paraplegia, which is subject to remis- 
sions, but has restricted her activity to a minimum. 

She wears a surgical corset whilst lying in bed, and 
finds that it gives a considerable measure of relief. If we 
inspect Figure IV again, we can readily understand how 
the bony changes can cause pressure on the cord which is 
now manifesting itself by the partial paraplegia. 

She has not taken any Elixir Urethani for the past three 
months. Despite her claim, “I haven’t looked better for 
years”, I feel that she is most fortunate in view of the 
advanced bony changes that are present. However, in this 
case, I feel that the Elizir Urethani has withheld the pro- 
gress of the disease, and its clinical trial appears warranted 
in other cases. 


— 
cet sale 


Reviews. 








HEART DISEASES. 





“DISEASES OF THE HEART’, by Charles K. Friedberg, M.D., 
is a veritable mine of information, from which one may 
obtain a vast amount of interest and help.’ 

Owing to its size, it has been possible for the author to 
deal with nearly every item of cardiological interest, in 
proportion to its relative importance. In contrast with the 
synopsis species, this book permits a steady flow of con- 





1“Diseases of the Heart’’, by Charles K. Friedberg, M.D.; 
1949. Philadelphia and London: . Saunders Company. 
Melbourne: W. Ramsay (Surgical) Proprietary, Limited. 
934” x 7”, pp. 1120, with 79 illustrations. Price: £5 9s. 3d. 





secutive thought to be expressed in an easy style that makes 
its study a pleasure. 

The reader of this book gains the impression, first of all, 
that width of experience and a sound sense of proportion 
were essential to enable the author to achieve his object 
so successfully; secondly, that his main theme appears 
to be a conception of the clinical condition based on a 
profound study and correlation of physiology and pathology. 
These impressions are followed by an urgent desire to read 
the book again at the earliest opportunity. 

In the preface we read that, “in particular, special 
emphasis has been placed on the pathologic physiology 
of cardiac disorders, including the pathogenesis or 
mechanism of the symptoms and signs of circulatory failure, 
of angina pectoris and myocardial infarction, and of the 
various manifestations of the individual cardiac diseases’’. 
The author has achieved his aim in this respect. 

The absence of separate sections for electrocardiography 
and réntgenology may call for some criticism, but the 
author’s presentation of his subject from the angle of the 
clinician is probably the reason for the omission. He has, 
by setting out the X-ray and electrocardiographic findings 
in conjunction with the other features in the description of 
the various cardiac conditions, emphasized the fact that 
these ancillary aids are important parts, but only parts, 
which dovetail with the other pieces of information found 
in the history, clinical examination et cetera, and make the 
complete diagnostic structure. This cannot be emphasized 
too frequently, and is not out of place even in a treatise 
so profound as this. s 

This volume is essentially a reference book for the 
physician with some knowledge of his subject, for the tire 
would perhaps find the innumerable references a little too 
much for mental digestion. In other words, to use it to the 
best advantage one must be able to assess the many piecces 
of information and form one’s own opinion of their relative 
value and their joint significance. 

At the end of each chapter there is a complete list of 
references, so that in the pursuit of any particular subject 
of interest the reader will have no difficulty in finding the 
further information that he seeks. As a reference book for 
the cardiologist we can heartily recommend Friedberg’s 
volume, which is not only comprehensive, but is also quite 
abreast of the times. 





GYNAECOLOGY. 


HERBERT H. SCHLINK, in collaboration with a team of 
three senior teaching colleagues of the Royal Prince Alfred 
Hospital, Sydney, has reproduced his “Gynecology” of ten 
years ago in a completely rejuvenated form.’ It can be 
claimed to be the most attractive and best balanced text- 
book on the subject produced in Australia, reflecting much 
that is standard in the Sydney Medical School. 

The book is of handy size, completely covering the subject 
without redundency, so that it should have a wide appeal to 
the general practitioner and specialist, as well as to the 
student body to whom it is primarily directed. That effective- 
ness acquired by the matured instructor is obtained by a 
didactic yet conversational style, which brings the student, 
not only into the immediate presence of the patient, but also 
into the intimacy of the teacher. This is a particular asset 
in the chapter devoted to the examination of the patient 
which, although late in the book, is comprehensive in scope 
and illustration. Here also are words of wisdom on social, 
ethical and medico-legal aspects of gynecological practice 
which could with advantage be read by all who practise 
the specialty. More than passing mention of contraceptive 
techniques is refreshing. 

Foundations of sound teaching are laid in early chapters 
on anatomy, physiology and disorders of function which are 
particularly clear, concise and well illustrated, especially the 
coloured plates on anatomy. These, together with the 
principles of diagnosis, recognition of what constitutes the 
abnormal, and a rich background of pathology, are rightly 
made the objective, rather than technicalities and operative 
minutie. 


1“Gynecology”, by Herbert H. Schlink, M.B., Ch.M. (Sydney), 
F.R.A.C.S., F.R.G.S., Clement L. Chapman, D.S.O., V.D., Med. 
des Epid., M.B., Ch.M. (Sydney), F.R.C.S. (England), F.R.C.S. 
(Edinburgh), F.R.A.C.S., George G. G. L. Stening, E.D., M.B., 
B.S. (Sydney), F.R.C.S. (Edinburgh), F.R.A.C.S., M.R.C.O.G. 
(England), and Frederick N. Chenhall, M.B., B.S. (Sydney), 
F.R.C.S. (England), M.R.C.P. (Ireland), F.R.A.C.S.; Second 
Edition revised; 1949. Sydney and London: Angus and 
Robertson, Limited. 8%” x 6”, pp. 668, with 198 illustrations: 
Price: 67s. 6d. 
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The physician faced with the common problem of the 
“hairy-woman” will find that the section on virilism contains, 
in rounded form, all the necessary facts. The importance of 
— hirsutism might have been pointed by discussing it 

rst. 

The importance of malignant conditions is emphasized by 
the departure from text-book practice of including them in 
the scramble of the serial discussions on the gynecological 
viscera. Here they are conveniently gathered together in 
one section covering one hundred pages, nearly one-sixth of 
the book. The senior author is able to write with authority 
on what has been his life’s work, and to present statistics 
from his own clinic in support of radium followed by 
surgery as the procedure of election in growths of the 
cervix. The cancer problem as a whole, its early beginnings, 
the opportunities presented by the latent interval, and the 
new special aids to diagnosis are emphasized and well 
illustrated from original photomicrographs. The cytological 
study of exfoliated malignant cells is well presented and 
with some enthusiasm, although the authors rightly stress: 
“Biopsy is still the absolute test of diagnosis.” On page 432, 
the student might be excused for concluding that carcinoma 
of the body was a rarity in nullipare. This section is the 
—— comprehensive, and reaches well to post-graduate 
eve 

The authors ‘and publishers both deserve thanks for 
producing what will no doubt be accepted as a standard 
text-book for students. 





REHABILITATION, REEDUCATION AND EXERCISES. 





TuHaT a second edition of “Rehabilitation, Re-Education 
and Remedial Exercises” by Mrs. Olive F. Guthrie Smith 
should appear so soon after three printings of the first 
edition since 1943 is sufficient indication of the obvious 
demand for the book. Minor corrections and alterations 
have been made throughout the work, but it remains 
essentially as _ before. New chapters have been added 
describing new apparatus to meet the need of bed-fast 
rheumatic and geriatric patients. Other additions deal with 
arthroplasty of the hip joint, osteoarthritis of this joint 
and rehabilitation after injuries to the spinal cord, and 
cauda equina. A chart of the postural drainage positions 
for chest conditions is also added. In these chapters the 
author has been assisted, as she was in the first edition, by 
oak well-known contributors, authorities in their respective 
fields. 

The author, who is a piponeer in emphasizing the impor- 
tance of active rather than passive movement in the re- 
education of muscles and the rehabilitation of the patient, 
acknowledges a debt she owes to a lecture delivered by Lord 
Horder in 1927. That lecture stimulated her interest and 
research in these problems. At the time she was Principal 
of the Physical Exercises Department at Saint Mary’s Hos- 
pital, London, and it was in that institution that she 
developed her methods. In an attempt to overcome the 
action of gravity the author has devised a suspension 
apparatus consisting of a collection of springs and pulleys. 
Various types have been designed for the different con- 
ditions treated, but the same principle underlies them all. 
Throughout the book active and volitional, as opposed to 
passive, movements are urged wherever possible. 

In the preface to this edition .the author states “the 
methods of treatment and techniques advocated in this 
book have, since its first appearance some five years ago, 
come to be accepted and practised in many countries other 
than our own. Suspension apparatus is now installed in 
many of the ‘veterans’ hospitals’ in the United States of 
America. The University Schools of Physiotherapy in South 
Africa, New Zealand and Canada teach and practise these 
methods in their hospitals, and recently I have heard from 
China, Bombay, Persia and Germany of similar activity”. 

Included in this book are exercises prescribed for the 
rehabilitation of patients in the fracture clinic, chest unit 
and maternity unit. The author insists that all movements 
must be adapted to the individual need 

The principles expounded in this book are physiologically 
sound and it will continue to be a most useful one to all 
physiotherapists. It is also recommended to physicians and 
surgeons as giving an insight into modern concepts of 
rehabilitation and reeducation. 





1“Rehabilitation, Re-Education and Remedial Exercises’, by 
Olive F. Guthrie Smith, M.B.E., F.C.S.P. (Hon.), T.M.G., with 

a omer by .V.0., M.D., ¥.R.C.P. ; Second 
Bdition; 1949. London: Bailliére, Tindall and Cox. 8” x 63”, 


pp. 472, with 283 illustrations. Price: 
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Books Received. 





[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 





“Essential Urology”, by Fletcher H. Colby, M.D.; 1950. 
Baltimore: The Williams and Wilkins Company. Sydney 
Angus and Robertson, Limited. 9” x 6”, pp. 590, with 342 
illustrations. Price: 86s. 

Not intended to be a text-book, but “to give the important 
facts of the embryology, anatomy, physiology, and diseases 
of the genito-urinary organs”. 





“Occupational Therapy: Principles and Practice’, edited by 
William Rush Dunton, junior, M.D., and Sidney Licht, M.D. ; 
1950. Illinois: Charles C. Thomas (Publishers). Oxford: 
Blackwell Scientific Publications, Limited. 9” x 6”, pp. 248, 


with a few illustrations. Price: 45s. 


It is stated that “in these pages the physician will find 
specific directions for the application of occupational 
therapy”. 





“Aids to Histology”, by Geoffrey H. Bourne, D.Phil., D.Sc. ; 
Fifth Edition; 1950. London: Bailliére, Tindall and Cox. 
63” x 4”, pp. 166, with 59 illustrations. Price: 5s. 


One of the “Aids” series into which “has been compressed 
most of the relevant information concerning histology as 
required by medical students”. 





aa Mg a Treatment”, by T. H. Crozier, B.Sc., M.D., 
ee C.P.; Second Edition ; 1950. London : Bailliére, 
Tindall Bok Cox. | 6” x 4”, pp. 448. Price: 7s. 6d. 


One of the “Aids’’ series, intended for the use of senior 
students. 





“Progress in Clinical Endocrinology”, edited by Samuel 
Soskin, M.D.; 1950. New York: Grune and Stratton, Incor- 
Sty 9” x 6”, pp. 658, with a few illustrations. Price: 


A collection of articles by many authors who review the 
progress made in the branches of clinical endocrinology. 





“Among the Doctors’, by Alfred Cox, O.BE, LL.D. 
(Manitoba), Hon. M.A., Durham, M.B., B.S.; 1950: London: 
Christopher Johnson. 8%” x 54”, pp. 224, with a few illustra- 
tions. Price: 12s. 6d. 


An autobiography. 





“The Surgical Clinics of North America’ (issued every two 
months); 1950. Philadelphia and London: W. B. Saunders 
Company. Melbourne: W. Ramsay (Surgical) Proprietary, 
Limited. New York Number. 8%” x 6”, pp. 312, with 67 
illustrations. Price: £7 5s. per annum (cloth binding) and £6 
per annum (paper binding). 


A New York Number comprising a symposium on surgical 
emergencies; most of the 21 articles deal with abdominal 
emergencies. 





“The Cytologic Diagnosis of Cancer’, by the Staff of the 
Vincent Memorial Laboratory of the Vincent Memorial Hos- 
pital; a Gynecologic Service Affiliated with the Massachusetts 
General Hospital, Boston, Massachusetts; the Department of 
Gynecology, Harvard Medi cal School; Published under the 
Sponsorship of the American Cancer Society ; 1950. Philadelphia 
and London: W. B. Saunders Company. Melbourne: W. Ramsay 
(Surgical) Proprietary, Limited. 9§” x 64”, pp. = with 153 
illustrations, some of them coloured. Price: 61s. 

This book is an attempt to present material as ints 
drawn in the cytological identification of cells as malignant. 
It is intended for those interested in the actual interpretation 
of smears. 





“Medical Gynecology”, by James C. Janney, MD. FACE. 
Second Edition; 1950 Philadelphia ~ 3 w. 
Saunders Company. Meibourne: W. 
evapescenry, iA Limited. 9” x 63”, p 

ce 


Based on a course of clinical gynecology conducted by the 
author at the Boston University School of Medicine. 


Fay \ieemehii> 
pp. 462, with 108 illustrations. 














Jury 8, 1950. 


THE MEDICAL JOURNAL OF AUSTRALIA. 49 





Che Wediral Journatof Australia 


ie 





SATURDAY, JULY 8, 1950. 
—.>—__ 


All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
mot be sent. Authors are requested to avoid the use of 
abbreviations and not to underiine either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
ém which the abstract has appeared, should be given with 
full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


ir 


CHILD HEALTH IN AUSTRALIA. 





WHEN we speak of child health we refer to the bodily 
and mental well-being of the individual from his earliest 
days until he reaches the age of puberty, after which he 
may be called an adolescent. The census of June, 1947, 
showed that the population of Australia was 7,579,358. 
Among these there were 760,387 persons in the age group 
nil to four, 603,983 in the group five to nine, and 534,683 in 
the group ten to fourteen years. These figures exclude full- 
blooded aborigines, of whom there were, in 1944, 47,014. 
A moment’s thought will make us realize that man is an 
entity from the time of his birth until he dies. He is 
not a creature of the moment and he is something more 
than a shadow of the future, for what he does is with 
him for all time. This idea gives an added interest to a 
discussion on child health; further, when we use the term 
child health we emphasize well-being and not disease. 

Four periods of a child’s existence have to be considered: 
the life in utero, infancy, the pre-school period and the 
school age. If we were eugenically minded we would tack 
onto this some antecedent ideas on eugenics; for there is 
no doubt that if eugenic principles could be followed, fewer 
children would be born into the world to die soon after 
birth or to be a burden on the community throughout life; 
but that subject need not detain us at the moment. The 
present intention is to set out facts showing what is being 
done in Australia to promote child health. 

In every State of the Commonwealth governmental and 
private organizations provide supervision and treatment 
for women during the months of pregnancy. Private 
medical practitioners also look on antenatal supervision 
as part of their obligation to a patient who has engaged 
a practitioner to attend her at her confinement. The 
governmental organizations are part of the State Health 
Department’s activities and in some States there is a 
Director of Maternal and Child Welfare. This officer tries 
to cooperate with private practitioners and hospital medical 
officers. The prospective mother is taught to take care 
of her own health and is given instruction in regard to 


food, clothing and so on. She is made to understand that. 


the well-being of her infant depends largely on her own 
state of health. Though antenatal supervision is available 








at governmental clinics in city and suburban areas, and 
women make free use of them, most of the antenatal super- 
vision is carried out in country areas by private medical 
practitioners. A maternity allowance of £15 is paid by 
the Commonwealth Government under the provisions of 
the Maternity Allowance Act after the birth of her child. 
This provision has been in force for many years, though 
at first the amount paid was £5. During the year 1947- 
1948 the sum paid in maternity allowances was £2,854,000. 
If a woman is in straitened circumstances and needs hefp 
beyond that provided by the maternity allowance, assis- 
tance may be obtained in the way of special food, baby 
clothes and so on from government sources other than 
the Department of Health. 

Before we pass to a consideration of the second period 
of a child’s existence, infancy, some reference should be 
made to birth and infant mortality statistics. The live 
births in Australia for the year 1946 are stated in the 
latest Commonwealth year book to have numbered 
174,431. The same authority states that the crude death 
rate for 1946 was 23-62%. For Great Britain the figure 
is put at 22-6%., for South Africa it was 26-9%., for Canada 
26:9%., for New Zealand 25:2%., for Eire 22:9%., and for 
the United States 23-3%,. The death rates per thousand 
of children under one year of age were as follows: 
Australia, 29; Canada, 51 (for 1945); South Africa, 36; 
Hire, 69; New Zealand, 25; Great Britain, 43; United 
States, 36. It should be noted that the latest report of 
the Ministry of Health, covering England and Wales, 
states that the infant mortality rate per thousand, which 
was 41:4 in 1947, decreased sharply in 1948 to 33-9, the 
lowest figure so far recorded. In regard to the causes of 
death of Australian infants, the Commonwealth year 
book states that in 1946 “prenatal influences, such as 
congenital malformations, congenital debility and prema- 
ture birth,” together with injuries at birth and diseases of 
early infancy, accounted for 3753 or 73% of all deaths of 
infants under one year of age, and that of these 80% 
occurred during the first week of life. The actual figures 
showed that of 5116 deaths of infants under one year of 
age 1756 were due to premature birth, 708 were due to 
congenital malformations, 610 were due to injury at birth, 
341 to bronchopneumonia, and 178 to other forms of 
pneumonia. 

Provision is made for the care of the infant by govern- 
mental and voluntary organizations. The latter include 
the clinics of the Royal Society for the Welfare of Mothers 
and Babies, commonly known as the Tresillian Mother- 
craft Centres, and one or two branches of the Karitane 
institution, which comes from New Zealand. In most 
States the Health Department has a division or special 
officers who devote their time to the promotion of maternal 
and infant welfare. In South Australia there are no 
infant services in the Department. The work is done chiefly 
by a voluntary organization, the Mothers and Babies’ 
Health Association, Incorporated, and is done so well that 
the Government will not intrude, but is content to subsidize 
the Association. South Australia, like all the other States, 
has its baby health centres. In 1946 there were in the 
whole of Australia 1017 baby health centres—257 in New 
South Wales, 316 in Victoria, 172 in Queensland, 173 in 
South Australia, 31 in Western Australia, 56 in Tasmania, 
and 12 in the Australian Capital Territory. The numbers 
have increased since then. In addition there are in 
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Australia 170 Bush Nursing centres. At the baby health 
centres the general health of babies is supervised—they 
are weighed and their feeding is a matter of inquiry. If 
any sign of illness is discovered the mother is told to take 
the child to her own doctor. Every effort is made to 
promote or to restore breast feeding. In this connexion 
it is of interest to recall the five arguments in favour 
of breast feeding which were put forward by the Ministry 
of Health of the Old Country in a report in 1944: (i) It 
is cleaner and safer. (ii) It is easier. (iii) It is cheaper. 
(iv) It is Nature’s way. (v) Human milk is the perfect 
infant food and has not to be “modified” in any way. No 
treatment of any kind is supposed to be undertaken at a 
baby health centre. As a general rule the nurse in 
charge holds certificates for general nursing, obstetrics 
and child nursing. Some practitioners find that the 
centres are of value when test feedings are required for 
a sickly infant. In this way complementary feedings can 
be planned if they should be needed. This is, of course, 
of value in the ultimate prevention of rickets. Further, 
supervision of feeding is of importance with female 
children at or about weaning time to prevent the involve- 
ment of the pelvis in any manifestations of rickets. The 
value of correct feeding in the promotion of healthy 
dentition has also to be remembered. By and large it may 
be said that cooperation between the centre and the prac- 
titioner is complete. Occasionally one may hear of a nurse 
at a centre who has, or is said to have, exceeded her duty. 
This rare event is countered by the equally rare occurrence 
of attempted exploitation of a health centre for his own 
advantage by a medical practitioner. During 1945 no 
less than 2,927,764 attendances at baby health centres in 
the whole of Australia were recorded. It must not be 
supposed that the long references that have been made 
to baby health centres are intended in any way to belittle 
the value of the work done by voluntary bodies such as 
the Tresillian Mothercraft institutions. On the contrary 
they are highly esteemed and valued by medical prac- 
titioners not only because of their efficiency, but also 
because they are voluntary bodies. 

Of the four periods in a child’s growth the pre-school 
period is the most neglected. This period, the run-about 
period, is the time when the child develops its immunity 
to infectious disease. It has to run the risk of infection 
from adults; its tonsils probably become infected and 
perhaps the adenoids as well, and a host of other troubles 
may follow. During this period deficiency disease may 





become established and malnutrition may bring other 
sequele in its train. Teeth may become carious. Abnor- 
malities of the eyes may be disregarded and defects of 
speech may make their appearance. And—a most impor- 
tant consideration—problems of the emotional state or of 
behaviour may arise. Something has been done for the 
pre-school child in Australia, but not nearly enough. At 
its first meeting in February, 1937, the National Health 
and Medical Research Council drew the attention of 
governments to the “serious neglect in adequate super- | 
vision of the bodily development of children before and | 
during school age”. It recommended that measures should 
be taken to ensure “regular and complete supervision of 
bodily health during infancy and childhood to the age of 
sixteen years”. This resolution was confirmed at the | 
| 


second session of the Council in June of the same year, | 
and at its third session the Council was able to adopt a | 


resolution approving of the Commonwealth Government’s 
newly stated policy of working in conjunction with the 
States to evolve a better system of care of children between 
the infant and school stages. It recommended three prin- 
ciples put forward by the late Dr. Vera Scantlebury-Brown 
as follows: 

1. The extension of infant welfare activities to 

include attention to the pre-school child. 
2. A model nursery-kindergarten centre. 
3. Research into the child’s needs (especially nutri- 
tional) for full development of health. 

The eventual outcome of this activity was the establish- 
ment in each State of a “Lady Gowrie Child Centre” and 
the formation of the Australian Association for Pre-School 
Child Development. At the Lady Gowrie Child Centres 
medical supervision is carried out and the findings of 
medical examination are recorded. Nutrition is supervised 
and a midday meal, properly balanced and prepared, is 
provided. Each child has a rest period during the day 
and some attempt is made to educate parents on matters 
of nutrition and hygiene. F. W. Clements and Margaret 
Macpherson, in discussing the centres in 1945 in a special 
book, expressed the view that the centres had been of 
value to the children. They thought that the most impor- 
tant function of the centres was the provision of medical 
supervision and of facilities for social adjustment. John 
Bostock and Edna Hill, in their book “The Pre-School 
Child and Society” (1946), point out that the Lady Gowrie 
Child Centres, by collaborating with the Australian Asso- 
ciation for Pre-School Child Development, come into 
contact with only a fraction of the population. Guy 
Springthorpe, in his Beattie-Smith Lectures of 1947, 
expressed much the same opinion when he said that all 
the organizations, including pre-school centres, kinder- 
gartens, supervised playgrounds and the like needed to be 
multiplied more than five times in Victoria. Bostock and 
Hill wrote that those who had studied the question were 
convinced that the use of kindergartens was essential for 
our national health. They pointed out that there were 250 
kindergarteners working in Australia’s 90 free kinder- 
gartens to meet the needs of 740,000 pre-school children. 
The Health Departments have not been idle in the matter 
of the pre-school child and in at least one State there is a 
pre-school medical service whose officers examine regularly 
the children attending kindergartens. Apart from the 
efforts of governments and organizations, reference should 
be made to the Child Endowment Act, which makes pay- 
ments to parents in respect of each child in excess of one 
under the age of sixteen years maintained in a family 
and for children under sixteen years of age in approved 
institutions. The amount paid is ten shillings a week. 
The present Commonwealth Government has on foot pro- 
posals to make payments in respect of the first child. 
During 1946-1947 the total amount paid in Australia for 
child endowment was £19,862,933. This is generally con- 
ceded to be a wise piece of legislation, but it must be 
remembered that it will be of use to children (infants, 
pre-school and school children) only if the parents or 
guardians of the children spend the money wisely. Bostock 
and Hill must have thought that this wisdom was not 
being displayed, for they wrote that the Child Endowment 
Act was based on the erroneous assumption that the child 
needed money, when what it really needed was food, 
shelter, clothing and education. In this regard it is of 




















51 








JuLy 8, 1950. 


interest to draw attention to the report of an investigation 
by Phyllis Ashworth, of the Institute of Anatomy, 
Canberra, that was published in THe MEpICAL JoURNAL OF 
AUSTRALIA last year. The investigation was made in the 
hills near Adelaide, a country district which would be 
looked on as fertile and likely to be advantageous from 
the nutritional point of view. Of 284 children in 100 house- 
holds no less than 54 had what was regarded as unsatis- 
factory nutrition; it was thought that in 18 instances the 
malnutrition had a psychogenic basis. Two conclusions 
can be drawn in regard to the pre-school child. The first 
is that more needs to be done in the way of pre-school 
centres and kindergartens, and the second that any organ- 
ization which sets out to care for the pre-school child 
needs the assistance of intelligent and understanding 
parents. 

The fourth and last period to be discussed is the school 
period of a child’s life. Each of the States has a school 
medical service whose officers inspect at regular intervals 
the children attending the schools controlled by the 
Department of Public Instruction or of Education. All 
these services do useful work. Most of them need more 
staff members and the State Governments are slow to 
recognize this need. Dental inspections are made and 
dental treatments are given, but the number of dentists 
is too small. For example, when the service in South 
Australia was described with those of the other States in 
THE MEDICAL JOURNAL OF AUSTRALIA three and a half years 
ago, there was one dentist who could “scarcely touch even 
the fringe of the work”. On the other hand, Queensland 
at that time had fully equipped rail and road dental 
clinics; even so the Queensland service is short of per- 
sonnel. One bright spot in the handling of school children 
must be recalled, and that is the publication a year or two 
ago by the Queensland Government of a book entitled 
“Health”. It is an unusual text-book for teachers, to 
enable them to prepare and give health lessons to their 
pupils. It is attractively designed and has quaint diagrams 
and drawings to impress both teacher and pupil. Another 
unusual feature that should be mentioned is the Lonsdale 
Health School. This was described by Guy Springthorpe 
in his Beattie-Smith Lectures. It is a camp held at the 
seaside every year, properly staffed and taking at one time 
as many as fifty children of approximately ten to twelve 
years of age. It is a health-promoting scheme and it also 
does a good deal for the children from the general and 
sociological points of view. Springthorpe’s lectures will 
well repay perusal from this point of view alone. The 
only other scheme that will be mentioned as one calculated 
to promote the physical and mental welfare of children is 
the Far West Scheme in New South Wales, in which 
children from the western parts of the State are brought 
for holidays to the seaside. Special attention is paid to 
cripples and the claim is justified that children who were 
liabilities are turned into assets. The scheme was started 
twenty-five years ago by the Reverend Stanley Drummond, 
a Methodist clergyman, and something like 3000 children 
have attended the Far-West camps. 

From the short review that has been made of the 
measures undertaken to secure the welfare of Australian 
children it will be clear that though something has been 
achieved and though a great deal that has been accom- 
plished is on lines which must receive the approval of 
exacting critics, much remains to be done. The recent 
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creation of a chair of child health at the School of Public 
Health and Tropical Medicine in the University of Sydney, 
with the appointment of Dr. Lorimer Dods to occupy it, 
is an earnest of the official concern for the welfare of 
Australian children. While Australians may feel some 
satisfaction at the lowness of the infantile death rate 
when it is compared with the rates of some other countries, 
and at the standard of health of Australian children, 
there is no room for complacency. Australia is blessed 
with a good climate, with sunshine, with open spaces and 
with an abundance of food which some other countries do 
not enjoy. There is no doubt that if all the principles of 
preventive medicine were put into practice in this country 
the combination of human effort and natural advantages 
would produce a still happier state of affairs. 





Current Comment. 





SPECIAL, FEATURES OF THE VITAMIN B GROUP. 





For a long time pure morphology constituted the pre- 
dominant part in zoological study. Whilst plant physiology 
developed with ever-growing activity, animal physiology 
was restricted to what was of importance in medical and 
veterinary science. Comparative animal physiology is as 
yet largely an unexplored field of endeavour. Comparative 
biochemistry is still in its infancy, but is full of promise. 
One of the most striking discoveries in this domain is the 
distribution and the amounts present of vitamins in living 
things, both plant and animal, and here it may be said 
that vitamins are ubiquitous. A simple classification of 
these accessory factors has been, first the B group, then C, 
the antiscorbutic, and lastly the fat-soluble. Now it would 
appear that the B group possesses special qualities which 
are lacking in the others.’ Briefly, the facts are these. 
It was found that the requirements of vitamin B, amongst 
animals of varying size could not be assessed by weight, 
for the smaller the creature the greater was the excess 
over that calculated from the mass of the body. As smaller 
animals have, in respect to weight, a greater metabolism 
than large, this fact suggested that B, was concerned not 
with any isolated function but with metabolism in general. 
On the other hand the requirements of C, D, E and K 
followed the weight ratio and this fitted in with the view 
that each of these four has a specialized function not 
critically related to metabolism. Further experiments 
showed that, with the exception of a few inconsistencies 
which later investigation will doubtless explain, the 
requirements of the other members of the B group were 
similar to those of B,; An extension of this research 
demonstrated that smaller animals have higher blood 
levels of the B group, whilst what researches have been 
made into the remaining vitamins indicate no relationship 
with size. The same was found to be the case with tissue 
levels of vitamin B, as might be inferred from the 
theoretical consideration that small animals with a higher 
metabolic rate would require higher tissue concentrations. 
Another approach to the problem is the time taken for a 
species to attain to maturity. Williams et alii have shown 
that the protein level of milk varies in inverse ratio with 
the time taken to reach maturity; the same was found to 
occur with the vitamin B content of milk.? The tissue and 
milk levels of vitamins A, C, D, HE and K vary chiefly in 
relation to dietary habits; size and metabolism apparently 
do not count. It is to be hoped that this new domain of 
investigation will be subjected to further systematic and 
comparative treatment, for the possibilities of important 
discoveries are obviously great. 





1Ernest Beerstecher, junior, ‘‘The Comparative Biochemistry 


of Vitamin Function”, Science, March 24, 1950, page 300. 


2R. J. Williams, V. H. Cheldelin and H. K. Mitchell, University 


of Texas Publication 4227, 1942, page 97. 
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Abstracts from Medical 
Literature, 





DERMATOLOGY. 





Foods as a Factor in Eczematous 
Dermatitis. 


Cc. S. Livincoop AND D. M. PILLSBURY 
(Archives of Dermatology and Syphil- 
ology, December, 1949) present a series 
of 26 patients with eczematous derma- 
titis, in whom it was demonstrated 
that specific sensitivity to various foods 
was the only etiological factor. The 
chief localization site encountered was 
on the hands, although the feet, eye- 
lids, legs, arms, face, scrotum, groins, 
neck, buttocks, perianal region and 
axille were also involved in one or 
more of their patients. In addition to 
food allergy, other concomitant etio- 
logical factors were demonstrated, 
including allergic contactants, primary 
irritants, pyogenic infection, pyogenic 
sensitization and drug allergy. The 
authors state that eczemateus derma- 
titis due to food allergy tends to occur 
in localized, rather inflammatory 
plaques; oozing, vesiculation and 
excoriation were noted in a high per- 
centage of cases. Pruritus, often severe, 
was a prominent feature. Scratch 
tests were almost of no value. The 
authors consider that ideally most 
patients should be admitted to hospital 
for evaluation from the standpoint of 
food allergy. Chocolate, oranges, wheat, 
pork, eggs, sea food, tomatoes, grape- 
fruit, nuts and milk were encountered 
most frequently as food allergens in 
their series of patients, but specific 
sensitivity to 26 other foods was shown 
by one or more patients. The authors 
believe that food allergy is one 
of the important etiological factors in 
eczematous dermatitis. In their ex- 
perience food allergy is the only 
getiological factor or a significant con- 
tributary factor in 16% to 18% of cases 
of chronic eczematous dermatitis of 
the hands and feet. The technique of 
management and _ interpretation of 
results is relatively difficult. 


Footwear. and Skin Affections. 


L. E. Saut anp G. B. UNDERWOOD 
(Archives of Dermatology and Syphil- 
ology, November, 1949) state that 
modern footwear contains not a few 
chemicals but thousands. Patients with 
dermatitis pedis, or those whose 
dermatitis first appeared on the feet, 
were asked to bring in all their shoes. 
Care was taken to test every shoe as 
well as all the different materials. The 
test samples were “spotted” on a piece 
of “Elastoplast” measuring about three 
by four inches. The authors list in a 
table shoe materials producing positive 
results from patch tests. They point 
out that sweating is continuous on the 
palms and soles. Psychic or physical 
stimulation may bathe the foot in 
sweat. The wearing of shoes made of 
moisture-repellent materials, coated 
leather fabrics and adhesives results 
in the foot’s soaking not only in its 
own secretions, but also in sweat 
extractants from the shoe. Footwear 
containing fillers and adhesive sub- 
stances effects a massive patch test on 
the foot. The appearance of reactions 
to patch tests after removal of the 
adhesive patch with the filler con- 
tactant from the footwear has an exact 
counterpart in the onset of signs and 





symptoms on the foot on removal of 
the shoes at night. A pathognomonic 
sign of footwear dermatitis is the 
nocturnal appearance of vesicles 
associated with intense itching and 
burning. The widespread incidence of 
irritation from adhesive plaster has a 
parallel in the widespread incidence of 
dermatitis pedis, because adhesive 
plaster and adhesive materials used in 
shoes are chemically and physically 
similar. In the authors’ experience five 
summer months accounted for 71 cases, 
whereas the remaining seven months 
of the year accounted for only 28 cases. 
They present a table showing the initial 
locations of dermatitis due to footwear. 
They state that attacks of dermatitis 
pedis due to emotional sweating 
demonstrate the fact that emotional 
states, inducing profuse sweating of 
the soles, can initiate attacks of 
dermatitis by the formation of a bridge 
of sweat between the skin and the 
irritant materials in the footwear. 
Four factors condition the incidence 
of dermatitis from footwear: (i) the 
linings of shoes consist of variously 
coloured coated leather, canvas and 
other impregnated natural or synthetic 
materials, toe boxes contain asphalt- 
impregnated felt and liberal amounts 
of adhesives secure the linings; (ii) 
water-proofed material in contact with 
the feet causes the skin to become 
sticky; (iii) diverse mechanisms, such 
as environmental changes, constitu- 
tional type and psychic and emotional 
stimuli, affect the degree of wetting 
of the feet; (iv) tension and pressure 
play a part in causing cutaneous 
penetration of allergens. Many of the 
chemicals used in processing hides to 
convert them into leather may cause 
dermatitis, and recently antimildew 
and fungicidal chemicals have been 


added. Chromic acid and potassium 
dichromate are the commonest 
offenders. The authors quote 
Sulzberger’s view that eczematous 


eruptions on the hands can occur as 
secondary manifestations to eczematous 
processes on the feet, even when the 
latter are not of fungous origin; for 
example, they may occur as secondary 
to an eczematous contact dermatitis of 
the feet due to eczematogenous 
allergens in footwear. 


Suboccipital Dermatitis. 


F. W. Lyncu (Archives of Derma- 
tology and Syphilology, September, 
1949) states that dermatitis of the sub- 
occipital fossa is sometimes referred 
to as lichen simplex chronicus; yet a 
review of the clinical features soon 
demonstrates the inaccuracy of the 
general use of this term. The inflam- 
matory reaction is more active than is 
that in ordinary lichenification and 
there are often excoriations, traumatic 


dermatitis, superficial infection and 
dermatitis arising from ill-advised 
therapeutic applications. Next to 


itching, redness was found to be the 
commonest clinical feature and was 
usually associated with thickening and 
frequently scaling, less often with 
crusting and excoriation. Lichenifica- 
tion was present only when the dis- 
order had lasted a year or more. 
Formation of a plaque was almost 
constant, there being discrete papular 
elements infrequently observed. Mild 
seborrhea, which was noted in approxi- 
mately half the patients, is found in 
a proportion not greatly different from 
that of the entire population. An 
abnormal menstrual history is often 
given. It is concluded that there is a 








significant association between . sub- 
occipital dermatitis and ovarian dys- 
function. For therapy most patients 
were asked to try boric acid ointment 
or a mild ammoniated mercury oint- 
ment. If these were non-effective, 1% 
of phenol was added to the former, or 
5% to 10% of ichthammol or 1% to 3% 
of crude coal tar to an oxycholesterol- 
petrolatum ointment base. X-ray 
therapy was used in most cases (but 
not if it had previously been given by 
others) in fractional doses of 75r, at 
weekly intervals to begin with and 
gradually tapering off, seldom exceeding 
six to nine treatments. Sedation was 
frequently prescribed, not as nocturnal 
hypnosis, but in the form of pheno- 
barbital half a grain given twice or 
three times a day during waking hours. 
Gistrogens were not prescribed unless 
the patient was in the post-menopausal 
period or gave a history suggesting 
cestrogenic deficiency. In general 
patients responded rather well to treat- 
ment. An analysis of a series of 83 
cases of suboccipital dermatitis provided 
evidence suggesting that this disease 
is a form of neurodermatitis, differing 
from other forms, not only in the site 
involved, but also in frequent associa- 
tion with cstrogenic abnormality and 
with psychological and emotional 
factors, which may possibly influence 
the selection of site. 


Fixed Eruption and Urethritis due to 
Phenolphthalein. 


H. Haser (The British Journal of 
Dermatology and Syphilis, January, 
1950) states that because of its mildly 
purgative properties, phenolphthalein 
is widely used as an ingredient in many 
proprietary laxatives. Its other con- 
spicuous property, that of giving rise 
to typical skin and mucous membrane 
eruptions, has made it of considerable 
interest to dermatologists. The typical 
lesion is a maculo-erythematous plaque 
with a very hyperemic centre and a 
narrow peripheral pink zone. The 
centre of the lesion shows characteristic 
colour changes due to its evolution. 
It changes from bright red to dusky 
red, and later to violaceous deep purple. 
On healing the patch leaves dark pig- 
mentation with faint scaling. The 
mucous membrane lesions consist of 
painful erosions in the lips, tongue and 
buccal mucous membrane; they simu- 
late erythema multiforme or _ the 
patches of secondary syphilis. The 
cutaneous rash may appear on any 
part of the body; the skin of the 
genitals and of the lumbar region is 
the area of predilection. a: te 2 
peculiarity of the eruptions that they 
reappear in exactly the same sites, 
even after complete disappearance and 
after long intervals; hence the term 
“fixed eruption’. No previous authors 
have reported urethritis from phenol- 
phthalein ingestion. The author 
describes a case in which besides 
cutaneous eruptions, urethritis followed 
the ingestion of a laxative containing 
phenolphthalein. 


Is Lichen Urticatus a Form of 
Urticaria? 


T. CORNBLEET (Archives of Derma- 
tology and Syphilology, December, 
1949) states that the recent develop- 
ment and use of antihistaminic syn- 
thetic drugs permits a survey of the 
problem of lichen urticatus from a fresh 
perspective, and towards this end he 
presents several case histories. He 
states that the greatest success attend- 
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ing the use of the antihistaminics has 
been in connexion with urticaria, and 
that it is reasonable to assume that if 
lichen urticatus is a form of urticaria 
peculiar to children it should react 
somewhat similarly to therapeutic 
agents which benefit patients with 
urticaria. The author’s small series 
of patients derived no benefit from the 
newer antiallergic agents, in contrast 
with the happier results commonly seen 
in ordinary urticaria. This again 
raises doubts that lichen urticatus is 
primarily an urticarial process. 
Pruritus is common to both, but is 
also present where there is no 
suspicion of urticaria. The mere 
presence of weals as one of the primary 
lesions should not be binding to a 
diagnosis of urticaria. The author 
quotes other workers who were unable 
to relate the two conditions. 


UROLOGY. 





Interstitial Cell Tumours of the 
Testis. 


M. M. Meuicow, T. N. Roprnson, W. 
Ivers AND L. K. RarnsrorD (The Journal 
of Urology, November, 1949) report a 
case of the rare interstitial cell neo- 
plasm of the testis. The case is the 
first seen among 294,509 patients admit- 
ted to the Columbia Presbyterian 
Medical Centre, New York, over a 
period of nineteen years. These growths 
are rare, but interesting because of the 
pronounced endocrine disorder they can 
induce. A male child was admitted to 
hospital at five years of age. For the 
previous six months it had been noticed 
that the genitalia were growing rapidly, 
the pubic hair increasing and the voice 
deepening. Also erections were com- 
mencing. Removal of the enlarged 
right testis, which was hard and 
slightly irregular, was performed. There 
were no well-marked general bodily 
abnormalities except that X-ray exam- 
ination of the long bones showed that 
the skeletal age was similar to that of 
an adolescent of about thirteen years. 
There was no evidence of enlargement 
of the suprarenal gland. Microscopic- 
ally the cells were large and arranged 
in masses. Branching connective tis- 
sue separated groups of cells and a 
band of fibrous tissue separated the 
tumour from the neighbouring com- 
pressed testicular tissue. The tumour 
was brownish to the naked eye and lay 
in the centre of the testis. There was 
no change suggestive of malignancy. 
This benign neoplasm could be called 
an interstitioma. In spite of the re- 
moval of the testis no change in the 
voice or genitalia was apparent after 
six months. 


Bone Marrow Studies in Carcinoma 
of the Prostate. 


E. P. ALYEA AND R. W. RunbiEs (The 
Journal of Urology, September, 1949) 
state that it is generally recognized 
that carcinoma most frequently metas- 
tasizes by the lymphatics or by the 
blood-stream. Carcinoma of the pros- 
tate has been thought to metastasize 
regionally by the lymphatics, and 
particularly the perineural lymphatics, 
but certain evidence indicates that dis- 
semination by the blood-stream is very 
frequent, if not the usual route. 
Hematogenous spread is suggested by 
the frequency with which metastases 
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may be demonstrated in sternal bone 
marrow, and in other bones remote 
from the original growth. Since tumour 
cells are occasionally found in the bone 
marrow before answmia or X-ray 
changes appear, implantation and 
growth of the tumour seem to occur 
primarily in the hemopoietic rather 
than the osseous tissue. Haematological 
studies were made by the authors in 
102 cases of various types of malig- 
nant growths which had spread locally 
or caused distant metastasis. Of these, 
32 were cases of prostatic carcinoma. 
In the latter group, bone marrow 
metastases were found in 18 cases in 
tissue remote from the prostate gland; 
in 15 they were in the sternum, in one 
in the vertebra and in two in an ilium. 
In the cases in which the sternum was 
affected, a valuable physical sign was 
noted, namely, pronounced tenderness 
when firm pressure was made on the 
bone. Bone marrow was aspirated with 
a 16-gauge needle, preferably from 
areas of increased tenderness over the 
sternum or elsewhere in areas of radio- 
logical abnormality. Strong suction 
was applied momentarily, and films were 
prepared directly on cover slips from 
the tip of the needle. When no marrow 
could be aspirated a solid core of tissue 
was cut out with the needle trephine. 
The authors state that anzemia occurs 
frequently in patients with carcinoma 
of the prostate. The hemoglobin value 
was less than 12 grammes per 100 
millilitres in 17 of the 32 patients. 
Tumour metastases were present in 
16 of these 17 patients. As the patient 
improves on hormonal therapy and the 
tumour regresses, the anemia and the 
tumour tissue demonstrable in the bone 
marrow both decrease. This method is 
particularly useful for diagnosis in 
cases in which the results of recta] 
and X-ray examinations and serum acid 
phosphatase findings are doubtful. 


Stricture and Periostitis Pubis after 
Retropubic Prostatectomy. 


S. F. WILHELM AND S. Z. FREED (The 
Journal of Urology, November, 1949) 
evaluate their results in 33 prevesical 
(retropubic) prostatectomies performed 
in their clinic. One death occurred; 
this ‘Was due to pulmonary cdema. A 
moderate amount of bleeding occurred 
in nine of the cases, but no special 
measure beyond blood transfusion 
was required. All patients were com- 
fortable after operation. In this small 
series, however, two distressing com- 
plications were encountered with what 
the authors call “appalling” frequency, 
namely, post-operative stricture at the 
bladder neck and periostitis pubis. In 
regard to the former, it is noted that 
Millin himself experienced this obstruc- 
tion in five of his first 75 cases. Sub- 
sequently his technique was made to 
include either the excision of a wedge 
from the trigonal edge or the suture of 
the latter to the floor of the prostatic 
bed. The authors carefully excised 
a wedge of tissue in every case, but, 
despite this precaution, late stricture 
occurred in nine cases out of 33. Relief 
was obtained after dilatation, or secon- 
dary cystostomy, or perurethral resec- 
tion. In regard to the second complica- 
tion the authors state that, being aware 
of the occasional occurrence of aseptic 
periostitis pubis described by Beer in 
1924, they were at first apprehensive 
that the wide opening up of the pre- 
vesical space might lead to this 
unpleasant complication and therefore 
took special care to avoid injury by 
needles or retractors. Nevertheless 
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this distressing trouble occurred in 
five of the 33 cases. The periostitis 
lasted for from four to eight weeks 
and was not influenced by any type of 
treatment. All patients eventually 
recovered. The authors’ experience in 
this important matter is in accord- 
ance with that of Rosenberg and Vest, 
and also of Moore, though at complete 
divergence from the experience of 
Millin, who has never encountered 
periostitis pubis after his new opera- 
tion. The present authors consider 
that these complications constitute a 
serious deterrent to the routine applica- 
tion of this operation. 


Prognosis after Nephrectomy for 
Renal Tuberculosis. 


G. D. OPPENHEIMER AND L. NARINS 
(The Journal of Urology, December, 
1949) state that at the present time 
the use of streptomycin in the treat- 
ment of genito-urinary tuberculosis is 
being extemsively studied, and it is 
possible that later on its use will alter 
the concept of what constitutes 
“surgical” renal tuberculosis. The 
present tendency is to perform nephrec- 
tomy when there are unilateral pyelo- 
graphic changes and positive results 
from smear examination for tubercle 
bacilli. However, when no pyelographic 
changes are present, but the results of 
smear examination are positive, strepto- 
mycin without surgery is indicated. In 
any type of bilateral renal tuberculosis 
streptomycin is indicated. The present 
study concerns the follow-up of 117 
patients treated from 1928 to 1945; 106 
of the patients had nephrectomy, and 
11 were not treated surgically because 
of demonstrable bilateral renal tubercu- 
losis or active extrarenal infection. Of 
the 106 surgically treated patients, two 
died post-operatively and eight were 
lost to follow-up, 96 patients being 
followed. Of the 117 patients, 71 were 
males and 46 females. There were 
active pulmonary lesions in I5 cases 
and genital or bone lesions in 15 cases. 
Subsequently 15 of the patients who 
had operation developed genital or 
osseous ‘tuberculosis, and 17 patients 
developed contralateral renal involve- 
ment. There were 17 cases of residual 
vesical tuberculosis. The average length 
of survival of patients who developed 
genital or osseous tuberculosis post- 
operatively was 7°3 years, of those who 
developed contralateral involvement 6-2 
years, and of those who had residual 
vesical tuberculosis 8-2 years. During 
these years there were 11 instances of 
male genital tuberculosis in which no 
upper urinary tract lesions could be 
demonstrated: 10 cases of epididymal 
tuberculosis and one case of bilateral 
disease. The length of survival in 
this group varied from one to fifteen 
years with an average of 6°4 years. In 
no case did gross upper. urinary 
tract tuberculosis infection occur. The 
follow-up statistics in nephrectomy for 
unilateral renal tuberculosis show that 
the operation affords the patient a 
“better than even” chance of survival 
up to ten years. The actual percentage 
is 57°3. This is similar to the 60% of 
complete cures reported by Braasch 
in 1921. An appreciable number of 
patients have survived more than 
fifteen years and are ostensibly cured. 
Until a long-followed series of patients 
treated solely with streptomycin can 
be shown to compare more favourably 
with surgically treated patients, 
nephrectomy for unilateral renal 
tuberculosis must remain as a reliable 
method of treatment. 
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British Wevdical Association Mews. 


MEETING OF THE FEDERAL COUNCIL. 








A MEETING of the Federal Council of the British Medical 
Association in Australia was held at Lennon’s Hotel, George 
Street, Brisbane, on May 26, 27 and 28, 1950, Sir VicTor 
Hour.ey, the President, in the chair. 

The President welcomed as observers to the meeting 
overseas delegates who had attended the second meeting of 
the British Commonwealth Medical Conference. This con- 
ference had been held on the preceding three days. The 
delegates included: Dr. Harris McPhedran, Chairman of 
General Council, Canadian Medical Association; Dr. T. C. 
Routley, General Secretary, Canadian Medical Association; 
Dr. E. A. Gregg, Chairman of Council, British Medical 
Association; Dr. A. Macrae, Deputy Secretary, British 
Medical Association; Dr. S. C. Sen, Honorary Secretary, 
Indian Medical Association; H. K. Pacey, Esquire, F.R.C.S., 
Honorary General Secretary, British Medical Association, 
New Zealand Branch; Dr. N. Ahmed, President, Pakistan 
Medical Association; Dr. A. H. Tonkin, Medical Secretary, 
Medical Association of South Africa; Dr. G. A. Jamieson, 
Buluwayo, Southern Rhodesia. 


REPRESENTATIVES. 


The following representatives of the Branches were 
present: 


New South Wales.—Dr. A. J. Collins, D.S.O., M.C., Dr. 
W. F. Simmons, Dr. H. R. R. Grieve, Dr. A. J. Murray, O.B.E. 

Queensland.—Dr. A. E. Lee, Dr. H. W. Horn. 

South Australia.—Dr. L. R. Mallen, Dr. C. O. F. Rieger. 
Dr. Rieger acted as substitute for Dr. R. J. Verco, who was 
unable to attend owing to illness. 

Tasmania.—Dr. T. Giblin, Dr. J. L. Grove. 

Victoria.—Sir Victor Hurley, K.B.E., C.B., C.M.G., Dr. H. C. 
Colville, Dr. C. Byrne. : 

Western Australia: Dr. F. W. Carter, Dr. Leigh Cook. 


ILLNESS OF Dr. R. J. VERCO. 


The President moved from the chair that a message of 
sympathy in his illness and good wishes for a speedy 
recovery should be sent to Dr. R. J. Verco, and that a 
minute of appreciation of the valuable services rendered 
by him to the Federal Council and to the medical profession 
of Australia over the past years should be recorded. 


MINUTES. 


The minutes of the meeting of the Federal Council of 
January 16, 17, 18, 19 and 20, 1950, which had been 
circulated amongst members, were taken as read and signed 
as correct. 


THE RETIREMENT OF SiR HENRY NEWLAND. 


At the previous meeting of the Federal Council reference 
was made to the proposed establishment of a fund to com- 
memorate the services of Sir Henry Newland to the medical 
profession in Australia. It had been resolved in July, 1949, 
that an oration to be known as “The Henry Simpson 
Newland Oration” should be delivered at future sessions of 
the Australasian Medical Congress (British Medical Associa- 
tion), and that a fund should be established for a prize in 
surgery on similar lines to the Jacksonian Prize of the 
Royal College of Surgeons of England. At its meeting in 
January, 1950, the Federal Council determined to send its 
decision to the Branches. The General Secretary reported 
that the Branches were in favour of the proposal, and he 
said that he had received a letter from Dr. L. R. Mallen, 
in which a suggestion of Sir Henry Newland was included. 
Sir Henry Newland had expressed the opinion that he would 
be gratified if competition for the proposed prize could be 
extended to include graduates of any university in the 
British Commonwealth of Nations. Dr. L. R. Mallen dis- 
cussed the matter, and said that of course Sir Henry 
Newland’s opinion was only a suggestion. The Federal 
Council resolved to adopt Sir Henry Newland’s suggestion, 
and determined that in addition to graduates of the Aus- 
tralian universities, graduates of universities within the 
British Commonwealth of Nations should be eligible to 
compete for the prize. It was further resolved that an 


appeal for the fund should be instituted immediately, and 
that the trustees of the fund should be Dr. L. R. Mallen, 
Dr. T. Giblin, Dr. A. E. Lee, Dr. A. J. Murray, Dr. W. F. 
Simmons and Dr. J. G. Hunter. 





FINANCE. 


Dr. W. F. Simmons, Honorary Treasurer of the Federal 
Council, presented a short financial statement. He pointed 
out that the financial year did not end till June 30, and 
that his remarks were therefore incomplete. The statement 
was received and adopted. 

Dr. W. F. Simmons reported on the state of the Federal 
Organization Fund and also made an interim statement on 
the Federal Independence Fund. Both statements were 
received and adopted. 


MeEpIcAL PRACTICE IN AUSTRALIA. 


The General Secretary reported that he had received 
many inquiries’ from overseas about the conditions of medical 
practice in Australia. He named the bodies and the persons 
who had made the inquiries, and said that he had replied 
in each instance in his customary way. 


THE INTERNATIONAL CONGRESS OF RADIOLOGY. 


The General Secretary reported that Dr. Colin Macdonald 
had accepted nomination by the Federal Council to act as 
delegate to the sixth International Congress of Radiology, 
which was to be held later in the year. 


THE British Empire CANCER CAMPAIGN. 


The General Secretary reported that he had received a 
communication from the British Empire Cancer Campaign, 
relating to the institution of fellowships in cancer research 
and forwarding application forms for distribution. He said 
that he had sent the information on to the Branches and to 
the Deans of the Faculties of Medicine in the Universities 
of Melbourne, Sydney, Adelaide and Queensland. He 
explained that the fellowships were of two grades, junior 
and senior. Junior fellows received a salary of £1000 to £1200 
per annum and senior fellows received from £2000 to £2500 
per annum. 


ScrentTIA MeEpica ITALICA. 


The General Secretary reported that he had received a 
communication from the High Commissioner for Hygiene 
and Public Health in Italy, advising him of the publication 
of a new journal devoted to the medical sciences and 
entitled Scientia medica Italica, and asking for a list of 
persons to whom specimen copies of the journal could be 
sent. The General Secretary said that he had sent the 
communication to the Branches, and had replied to the 
High Commissioner sending him a list of names. 


ACADEMIC VACANCIES. 


The General Secretary said that he had received from the 
Australian Vice-Chancellors’ Committee a letter informing 
him of certain academic vacancies, which had been sent 
from the Association of Universities of the British Common- 
wealth (Universities Bureau). He had sent the information 
to the Branches. 


AUSTRALASIAN MeEpicaL Concress (BririsH MEDICAL 
ASSOCIATION ). 
Seventh Session. 


The General Secretary reported that acceptance of the 
office of Vice-President of the Seventh Session had been 
received from Sir Victor Hurley, President of the Federal 
Council, Dr. A. J. Collins, representing the New South 
Wales Branch, Dr. Robert Southby, representing the 
Victorian Branch, Dr. C. B. Wilson, representing the 
Western Australian Branch, Dr. J. A. Jenkin, representing 
the New Zealand Branch, and Dr. John Cairney, Director- 
General of Health of New Zealand. 

A letter was read from the Honorary Secretary of the 
Seventh Session of Congress, enclosing a letter received from 
Dr. J. B. Best, Secretary of the Repatriation Department 
Medical Officers’ Association, requesting that consideration 
should be given to the appointment of the Principal Medical 
Officer of the Repatriation Department as a vice-president 
of Congress. It was pointed out that although the Repatria- 
tion Department included in its service a larger number 
of medical officers than any other government department, 
it was not in the same category as the Commonwealth 
Department of Health, and that in any case it would be 
necessary to amend the rules governing the holding of 
congresses. The Federal Council resolved not to comply 
with the request. 

On the nomination of the Executive Committee, the over- 
seas delegates to the British Commonwealth Medical Con- 
ference and Dr. D. Blain, Director of the Americal Psychiatric 
Association, Washington, were elected honorary members. 
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A letter was read from the Parent Association, advising 
that Dr. E. A. Gregg, Chairman of Council, would act as 
representative of the Parent Body for the congress at 
Brisbane. 

The minutes of the meetings of the Executive Committee 
were received and laid on the table. The following names 
were submitted for approval for membership under Regula- 
tion 4, and approval was given in each instance: Mr. H. 
Brown, State Health Laboratory, Brisbane; Miss Phyllis 
Rountree, bacteriologist of the Fairfax Institute of 
Pathology, Sydn«y; Mr. A. K. Sutherland, of the National 
Health Centre. Brisbane; Mr. R. W. Patterson, of the 
Commonwealth Serum Laboratories; Dr. Ernest Singer, 
bacteriologist of the Institute of Medical Research, Brisbane. 


Future Congresses. 


Reference was made to a' resolution of the previous 
meeting of the Federal Council that an approach should 
be made to the Royal Australasian Colleges and to special 
groups, asking for their cooperation in ensuring the success 
of Australasian medical congresses by agreeing to limit 
their activities in the years in which congresses were held, 
and that in the event of agreement the Federal Council 
would hold a session of congress every three years. It had 
been pointed out to these bodies that a determination had 
already been made to hold the eighth session in Melbourne in 
1952, and that thereafter sessions of congress would be held 
every three years if agreement was reached. The General 
Secretary said that in every instance organizations with 
which he had communicated had been sympathetic and 
anxious to secure the better coordination of meetings. It 
was pointed out that nothing further would have to be done 
until 1952. 


NATIONAL HEALTH SERVICE. 


The General Secretary drew attention to a report of the 
conference with the Right Honourable Sir Earle Page, 
Minister for Health, held on January 17 to 20, 1950. He 
said that a copy had been sent to each member of the 
Federal Council. He also drew attention to correspondence 
which had passed between the Minister and the Federal 
Council on January 18. In his letter the Minister discussed 
several points. He asked first of all whether the association 
thought that some help should be given to lessen the cost 
of medical and diagnostic treatment. Secondly, he asked 
whether, as the association had refused government control 
of such assistance, it would cooperate in implementing such 
assistance through voluntary organizations. He pointed out 
that this procedure would leave the medical profession 
completely free from any government control in its personal 
relationships with its patients. In the third piace he asked 
whether the association was opposed to the receipt by 
those in lower income groups of slightly more assistance 
towards cost than those in the higher income groups, and 
he added that as the position in Australia stood today, it 
was inevitable that this should be done to some extent 
through existing friendly societies. Lastly, he asked whether 
the association supported the method suggested by him to 
improve hospital income and to free hospital management 
from Commonwealth interference in details of policy. He 
concluded his letter by stating that, as his discussions on 
the previous day had indicated that it would not be principles 
but details of charges and methods of practice that would 
influence the Branches in coming to any decision, he would 
like to have a committee of three from the association to 
prepare his plans for submission to the Branches through 
the Council, and to consult on fresh points that might be 
raised in preparation of legislation. 

In his reply to this letter the President of the Federal 
Council stated that the Federal Council approved the 
principle that help should be given to lessen the costs 
of medical and diagnostic treatment. Secondly, in view of 
the Minister’s refusal to accept the “refund’’ system to the 
patient as a means of meeting the cost of medical care, the 
Federal Council approved of the policy of subsidizing volun- 
tary medical insurance schemes, subject to agreement by 
the Branches in respect of principle and detail. Thirdly, 
the Federal Council approved of the principle that people 
in the lower income group should receive slightly more 
assistance towards the cost of medical care than those in 
the higher income group. In the fourth place, in regard to 
hospital finance the Federal Council drew the Minister’s 
attention toe some of its resolutions on this subject, and 
added that if compulsion was to be applied to any income 
group, it thought that the compulsion should apply to all 
income groups. It also thought that the means test should 
be reimposed. On the question of hospital management the 
Council believed that hospital boards should be freed from 
government control in their internal administration. In the 
fifth place the Council wished to inform the Minister that 





a plank of its policy stated that the payment of doctors 
in a national health service should be on a fee-for-service 
basis. Lastly, the Federal Council was happy to appoint 
the President (Sir Victor Hurley), the Vice-President (Dr. 
A. J. Collins), Dr. W. F. Simmons and Dr. J. G. Hunter to 
be members of a committee to help the Minister in the 
preparation of plans for submission to the Branches; the 
Minister would also be able to consult this committee on 
new matters that might arise. 

The General Secretary said that the several questions had 
been referred to the Branches, and drew attention to the 
replies that had been received from each of them. 

The President said that the Minister had expressed a desire 
to meet the members of the Federal Council in session and to 
discuss with them certain details of his proposed scheme. 
The Federal Council agreed to the Minister’s suggestion, and 
he attended the gathering, bringing with him the Director- 
General of Health, Dr. A. J. Metcalfe, and one of his 
departmental advisers, Mr. T. R. Cox. 

After the President had welcomed the Minister, the latter 
addressed the Federal Council. He brought to their notice 
a paper which he had presented two or three days previously 
to the British Commonwealth Medical Conference, and 
— its salient features. The Minister’s paper is as 
ollows: 


A New Conception of a National Health Scheme for 
Australia. 


HAVE come to offer for your consideration a new con- 
ception of a national health scheme based on a combination 
of government aid with nation-wide voluntary insurance 
against sickness and disease. This means a partnership 
between the Government and the individual through the 
union of governmental aid with voluntary effort. This 
partnership is a recognition that both State and individual 
have obligations in a national health scheme. Both will 
benefit—the individual will gain better health, longer life 
and an easier mind about the expenses of sickness; the 
State will gain by more efficient production, greater national 
income and social stability... This partnership will make use 
of all those factors and organizations that have been built up 
over centuries to assist restoration of health. This new 
conception aims to keep everything that is good, and to 
reject the obsolete. This conception does not destroy any of 
past advances, but makes provision for the use of all future 
advanced methods by a nation-wide voluntary insurance 
against sickness. This conception leaves everyone free—the 
doctor, the patient, the hospital management and staff, the 
chemist, and the voluntary or insurance organization. This 
conception keeps alive the element of initiative and com- 
petition in service that really produces progress. 

This conception gives opportunity for the progressive 
evolution of better and more extensive medical services 
without sacrificing the qualitative excellence of Australian 
medicine. It leaves the Government much freer to help 
as the cost is distributed between the Government and the 
voluntary societies. Under this system the Government 
has strict control over costs. The patient and doctor both 
have a definite interest in preventing waste and abuse of 
time, skill, medicine and equipment. Appendices A and B 
show the uncontrollable growth of expenditure of the 
British and New Zealand schemes in the absence of this 
interest, and the urgent necessity of governmental and 
individual responsibility. 


Difficulties to be Overcome. 


A successful national health policy demands, as indispens- 
able, the willing cooperation of all the providers of health 
services and benefits. In the last analysis, all medical care 
must be by individual doctor to individual patient. In actual 
fact, therefore, no real national health service can be 
provided without the willing and whole-hearted cooperation 
of the doctors of the nation. Such cooperation of all the 
providers of health services is sufficiently difficult to secure 
in a unitary State where only one government is concerned. 
That difficulty is greatly increased in a federation like the 
Australian Federation. Under the Australian Constitution, 
the States have the major health powers. The Federal 
Government has power to control quarantine, insurance and 
certain qualified medical, pharmaceutical and dental benefits. 
The cooperation of Federal and State authorities is there- 
fore necessary to deal with the whole problem of health 
and to bring into being as much uniformity in administra- 
tion as possible. It is, however, not much use discussing 
cooperation with the States until it is ascertained whether 
the main providers of the health services will implement 
the proposal. Therefore, the essential factors of a satis- 
factory solution must be examined to ascertain whether the 
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providers of medical service are likely to implement it. 
Especially must the whole-hearted cooperation of the most 
important factor, the medical profession, be ensured. 


Essential Factors of a Satisfactory Solution. 


1. Its costs must be within the financial compass of the 
individual and the nation and able to be controlled by the 
Treasurer. 

2. The plan should contain within itself automatic checks 
and controls on costs, on abuse of the time and skill of 
doctors, on the waste of costly medicine and diagnostic 
equipment, and on the inefficient and uneconomical use of 
hospital beds. 

3. No interference with personal relationship between 
doctor and patient. 

4. The patient should be given a definite sense of personal 
and social responsibility. 

5. The willing cooperation of doctors, chemists, hospital 
managements, voluntary organizations, insurance societies 
et cetera should be secured by leaving in their expert hands 
as much of the administration and control of the scheme 
as is possible. 

6. Existing agencies and methods that have proved so 
valuable in the past should be used to the greatest possible 
extent. 

7. There must be an element of permanence in the plan 
to permit development and extension of the machinery that 
can handle with confidence new problems. 

8. The effect of the scheme must be to raise the level and 
standard of medical care and treatment, and not to degrade 
it; to build up the self-respect and morale of the people 
at large, and not undermine it; to stimulate progress in the 
art of healing and encourage continuous research. 


Lessons from Medical History. 


For our guidance the history and progress of medicine are 
worth recalling. The practice and tradition of medicine 
have been built up slowly, stone by stone, over thousands 
of years. The ancients used to say that tradition wears a 
snowy beard. If we destroy our medical tradition, we shall 
not be able to build it up again in this generation—if ever. 
Progress in medicine has been the result of many genera- 
tions of individual thought, study and research, not of 
government effort or guidance. Great names stand out: 
ZZsculapius, Hippocrates, Galen—later the great medieval 
anatomists—later still Hunter, Harvey, Jenner and Lister. 
All these had to fight opposition of their colleagues in 
securing the acceptance of their reforms and ideas. What 
chance would they have had of succeeding had they been 
compelled to fight government control as well? The fight 
against scurvy in the British Navy is sufficient example of 
this, 

Importance of Individual Contact. 


The healing of the sick is a personal and individual matter, 
one between doctor and patient. We cannot do it en masse. 
We must have regard to individual idiosyncrasies. All sorts 
of psychological factors enter into a cure for each individual. 

Sickness is a vitally personal and individual matter to each 
sick man, sick woman or sick child. Each human being 
has different allergies. No disease runs an exactly similar 
course in every person. Its course is determined by the 
constitution, heredity, previous diseases and condition of 
other organs. It is obvious, therefore, that human disease 
cannot be overcome by mass treatment. Successful treat- 
ment of the individual will never be effected merely by the 
exhibition of a stock drug or some set formula of treatment. 
Successful treatment lies in the cumulative effect of many 
factors—confidence in the doctor, the efficiency of the treat- 
ment, the wise and balanced use of various therapeutic 
measures, exact diagnosis and consideration of the patient’s 
general condition. All these are helped by the retention of 
the self-respect of the individual and his pride in his 
independence. All these factors always applied, and always 
will apply. 


New Factor. 


But now a new factor has arisen. The practice of medicine 
is in a critical state by reason of the extraordinary changes 
that have taken place during the last half-century. The 
rapid advance of its progress in new methods of diagnosis 
and treatment has placed its traditional methods of practice 
in danger by the creation of a new class of society—the 
“medically indigent”. The existence of this new class has 
created a disposition on the part of governments to attempt 
to control en masse what is essentially an expert personal 
matter dealing with the relation of individuals to one another. 





Revolution in Medical Knowledge. 

A revolution has occurred in the nature and scope of 
medical treatment in the last sixty years. Our knowledge 
of the causes of disease has been transformed. The dis- 
covery of the germs causing disease has led almost overnight 
to the development of aseptic surgery, to the utilization of 
sera, antitoxins and the possibility of transfusion of blood. 
The development of electricity and its application for 
curative and diagnostic purposes have improved the 
recording of observations and physical conditions. 

The discovery of radio activity of uranium, of radium, of 
X rays and the relative ease and safety of their use in 
establishing diagnosis and attacking disease have meant a 
tremendous advance. 

During the two great wars, an immense advance in 
therapeutic treatment and in the development of specific 
drugs was made. The theatres of war became huge 
laboratories. As a cumulative result of all these a rapid 
development has taken place in specialties of all kinds for 
diagnosis and treatment, as well as in the manufacture of 
new powerful drugs. Penicillin which took two wars to 
establish thoroughly is a special illustration. 


Effect on Cost of Treatment. 

As a consequence, the cost of treatment and diagnosis 
through the utilization of these improvements has become 
very much greater than for ordinary medical treatment 
along the old lines. This extra cost is already at least twice 
as great and rapidly increasing. There is no provision made 
on a grand scale for treatment in this great bare area. The 
result is that today, the occurrence of sudden, serious, or 
long-continued illness or the necessity of a major operation 
has added such great expense in diagnosis, treatment and 
hospitalization, as to jeopardize seriously the domestic 
economy and the finance of the household. 

A new race of medical poor has been brought into being. 
Fear of expense of treatment frequently delays the seeking 
of early advice and a vicious circle is established. The 
disease is seen later, with the result that longer and more 
drastic treatment becomes necessary. The patient is some- 
times ill for many months instead of days and the diagnosis 
is then made too late to save life or prevent permanent 
disablement. Some method must be found of bringing these 
improved medical and hospital services within the means 
of the people and of providing the equipment and facilities 
for such improved services. 


Recognition of New Problems. 


Recognition of the problem of this huge area of treat- 
ment that has not been provided for has led to various 
attempts in different countries to nationalize medical treat- 
ment or to give free treatment at the taxpayer’s expense. 
These over-simplified solutions have proved wasteful in 
their administration, disastrous in their effect on the quality 
of treatment and destructive of the morale of the people. 
Effective control was impossible. The willing cooperation 
of the medical profession has been lost and governments 
have been unable to budget even approximately for their 
financial commitments or even to limit them. If the quality 
of treatment declines, national health must suffer and this 
must occur also if the incentives that previously spurred 
doctors to give devoted service are being destroyed. 


Challenge to Modern Society. 

The challenge therefore is thrown out to Australia and 
to every modern society as to how the health of the nation 
can be improved, the standard and quality of medical 
practice raised, and modern equipment and adequate hospital 
accommodation made available, so that advantage can be 
taken of our great advances in knowledge and the cost still 
kept within the means of the people. If Australian initiative 
and intelligence can satisfactorily answer this challenge 
the best minds of the community will be attracted to the 
healing art and the future of medicine and medical practice 
assured. A pattern for all democracies for a national health 
service may be established. If not, the future is very dismal. 

The test of success of a national health scheme would be 
that there would be relatively less sickness, better health 
and less medicine and treatment necessary. The sign of 
failure of a health scheme is that more medicine will be 
drunk and more treatment becomes necessary. 


Necessity of New Approach. 

Some different approach to this major problem other than 
government control by nationalization of health services 
should be given a trial. I am confident that voluntary 
insurance, with government aid, to deal with special classes 
and to overcome deficiencies in the period and extent of the 
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insured assistance due to the actuarial limitations of the 
insurance available on the premium charged, will solve the 
problem. At the same time all the best elements of medical 
practice which have been gradually built up over many 
centuries can be maintained. There will be free choice 
of doctor and no interference with the doctor-patient 
relationship. Plans and organization decided on will be 
the result of cooperation between the consumers and pro- 
viders of the medical service. There will be a minimum of 
governmental interference and control, and a_ definite 
incentive to improved standards, 


Advantages of Voluntary Insurance. 


Why should we turn to an unknown new method? Why 
not try out on a national scale well-known effective trust- 
worthy methods? For generations, voluntary insurance has 
been the standard method of dealing with various risks. 
Voluntary insurance involves a minimum of interference 
with the traditional life and activity of the community. 
Voluntary insurance permits the full use of every existing 
worth-while agency. Voluntary insurance is well established 
in everyone’s mind as a reasonable and sensible course to 
pursue. Voluntary insurance has been invaluable against 
all unpredictable risks such as sudden death, shipwreck, 
theft, fire, even the loss of an election or a seat in Parliament. 
Should not voluntary insurance against unpredictable risks 
of disease prove just as valuable as in these well-tried cases? 
In fact, voluntary insurance for this purpose, backed by 
government aid to cover those bare areas voluntary insur- 
ance may be unable to cover completely, seems the only 
solution that meets the standards required for a satisfactory 
solution. 


The Wide Spread of Voluntary Insurance in Australia. 

In Australia, many examples of voluntary life, sickness, 
accident and hospital insurance stand before us. These 
embrace every walk and condition of life. There are over 
five million life assurance policies with annual premium 
payments of over £35,000,000 giving voluntary insurance 
cover for over £1,000,000,000. Accident and sickness insurance 
companies cover hundreds of thousands more people. 
Friendly societies insure over 600,000 families against sick- 
ness and medical treatment amongst other risks. The various 
hospital insurance funds insure well over half a million. 
There are many medical and hospital benefit insurance 
organizations associated with trade unions covering at least 
another half a million families. Of these, the New South 
Wales Railway, Tramway, Motor Omnibus and Road Trans- 
port Employees’ Union itself insures 60,000, and there are 
many others like the Broken Hill Employees’ Sickness and 
Accident Benefit Fund which insures more than 5,000. 
Voluntary insurance against sickness is therefore a well- 
established principle. Its efficiency can be greatly aided 
when linked with government aid to extend and increase 
its benefits. (See Appendix C.) 


American Opinion. 


In 1949, in the United States of America, a national health 
assembly of 800 people, representative of all sections of the 
community, was called together to discuss this problem. 
This assembly reached the unanimous conclusion that pre- 
paid contributory insurance should be the basic method of 
meeting the cost of medical care in order to remove the 
burden of unpredictable sickness costs and abolish economic 
barriers to adequate medical services and the indignities of 
the means test. Voluntary prepaid group health plans offered 
to members the best medical care. 

This principle of combination of government aid with 
voluntary insurance will be applied to the first stage of 
the National Health Scheme. 

The first stage will include such matters as financial 
assistance to meet the high cost of medical, hospital and 
pharmaceutical treatment and to assist nutrition of growing 
children. This stage can be introduced almost immediately. 
This financial assistance will be provided out of the National 
Welfare Fund. Cooperation of the State Governments will 
be sought on those aspects in which the States can help. 

The second more comprehensive stage will deal with 
questions of capital cost to place the whole national health 
machinery in an efficient and up-to-date condition. This 
second stage can finally be dealt with only after exhaustive 
discussions with State Governments, universities, medical 
schools, managements of teaching hospitals and of regional, 
base and country hospitals, and with other bodies intimately 
associated with the care of the sick, with nutrition and with 
health generally. 

Both stages will be designed to ensure a progressive 








and research through to actual practice and the training 
of medical graduates qualified to deal with all emergencies. 
Both stages will aim at restoring the position, prestige and 
fullest usefulness of the general practitioner. His intimate 
contact and knowledge of the history, constitutign, life and 
circumstances of the patient make the preservation of his 
opportunities to use to the full all modern improvements 
in knowledge and technique one of the most important 
factors in a national health scheme. 


Outline of the First Stage. 

The immediate proposals of the first stage deal with four 
aspects: (a) nutrition of children; (b) prevention of 
disease; (c) cost of hospitalization; and (d) cost of medical 
diagnosis and treatment. 

When these aspects are disposed of the comprehensive 
problems associated with the second stage will be seen more 
clearly and the separation of current from capital expendi- 
ture will be clearly defined. 


No Means Test. 

The scheme imposes no means test. The benefits paid by 
the Government will be on a flat cash basis for each item 
of.medical service, irrespective of income. Insurers may, 
however, insure for varying higher benefits. 


Features of the First Stage. 

Features of the four phases of the scheme are: 

(i) Improvement of nutrition by the provision of milk 
daily to all children under the age of twelve years. Dis- 
tribution of this milk will be arranged in cooperation with 
State Governments and will relieve State Governments of 
their present costs in this direction. The practice of the 
States in this regard is not uniform, and does not cover as 
wide a range as is now proposed. 

(ii) Prevention of disease by a national health educational 
campaign and by the free provision, on a doctor’s prescrip- 
tion, of costly, specific, life-saving and disease-preventing 
drugs, and of drugs necessary for certain chronic illnesses. 
Abuse will be checked by professional disciplinary com- 
mittees, composed of representatives of the medical and 
pharmaceutical professions. 

(iii) Curative measures for serious disease by contributions 
towards hospital costs and maintenance, through subsidized 
hospital insurance schemes, provided in such a way as to 
restore to hospital managements the control of hospital 
administration. This contribution will both relieve patients’ 
expenses and substantially assist hospital finance. 

(iv) The relief of the high cost of medical treatment by 
combined voluntary insurance and governmental benefit up 
to 90% of the cost of medical treatment. Abuse of these 
benefits will be checked and controlled by the patient stil) 
paying part of the doctor’s fee, and by the supervision of 
voluntary organizations which disburse the benefit. These 
organizations will provide from their own funds an amount 
at least as much as that provided by the Government. 
Advisory committees of doctors, chemists and voluntary 
organizations will be formed also to supervise this benefit. 

Special provision will be made for medical service to the 
indigent and to age, invalid and widow pensioners, the 
temporarily unemployed and other specially selected classes. 


Details of Proposed Medical Benefits Scheme. 

(i) Benefits should be in the form of Commonwealth 
subsidy and should be provided as far as possible through 
the machinery and administration of voluntary organiza- 
tions which provide for prepaid health insurance. 

(ii) The limitations imposed by voluntary organizations in 
the actuarial calculation of benefits in relation to contribu- 
tions will be overcome by payment of the Commonwealth 
subsidy even where no benefit is payable out of the organiza- 
tion’s own fund because of limiting conditions relating to 
maximum benefits, waiting periods, arrears of contributions 
et cetera. 

(iii) Voluntary organizations which agree to administer 
the subsidies must be non-profit-making and will be required 
to adopt conditions at least equal to an approved standard 
in the matter of benefits. This will not restrict the organiza- 
.tions in other directions. 

(iv) The purpose of the subsidies is to enable the people 
to obtain as complete a coverage as possible, at low expense 
to themselves, against expenses of medical _ services, 
especially where long and unexpected illnesses occur. 

(v) Voluntary organizations will be encouraged to provide 
coverage against expenses of medical services so that all 
persons, irrespective of income, who wish to obtain the 
benefits for themselves and their dependants will be eligible 


improvement in all phases of the healing art—from teaching | to contribute towards funds. 
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Prescribed Table of Subsidies. 

The Commonwealth subsidies te be paid through the 
voluntary organizations will be set out in a table which 
will show the appropriate amount for a particular medical 
service. table will cover a comprehensive range of 
medical conditions and procedures. In addition to the 
ordinary general practitioner consultation service, it will 
include special services such as midwifery, X ray, anes- 
thetics, consultant specialist fees, operations et cetera, 
whether rendered by a general practitioner or a recognized 
specialist. 


Advantages of Scheme of Government Aid Reinforced by 
Voluntary Insurance. 


Subsidized voluntary health insurance has the following 
advantages: < 


1. A sense of individual responsibility is secured by: (a) 
the individual’s payment of the insurance contribution, and 
(6) the payment by the patient of a small percentage of 
the fee for every service, as the combined government and 
a benefit is smaller than the actual fee paid to the 

octor. 

2. Use can be made of existing agencies, thus avoiding 
setting up costly governmental administrative machinery. 
Under the proposed scheme, voluntary insurance organiza- 
tions would pay the greater part of the combined benefit. 
They thus have a direct interest in the efficient administra- 
tion of the scheme, and would themselves take steps to 
prevent malingering and abuse. 

3. Government long-term agreements with these organiza- 
tions are imperative to build up reserves et cetera against 
epidemic years. These bilateral agreements will ensure the 
permanence of the insurance scheme. 

4. Varying benefits can be offered for different premiums 
to suit all classes of’ income as is done with life policies 
and thus flat rate premiums can be avoided. 

5. The inclusion of hospital insurance funds for hospital 
maintenance releases funds for the provision of additional 
beds and new equipment, and keeps down the total adminis- 
tration expense rate of insurance organizations. 

6. Under this voluntary insurance scheme, the Government 
has a definite knowledge and control of its share of the 
eost of the scheme. The insured benefit is equal to, or 
greater than, the government benefit. The 
organization carries the cost of management. 
ment’s cost must be a sum less than the total premiums 
paid by the insured contributors, except in so far as the 
specially selected groups are concerned. A voluntary scheme 
permits medical and hospital costs of special classes needing 
— aid to be handled ‘by voluntary agencies if 

esired. 

Payment of the Commonwealth subsidies will be made 
under long-term agreements between the Commonwealth 
and the voluntary organizations. Such agreements will be 
executed where the Commonwealth is satisfied that the 
benefit of the subsidy will flow to the patient to whom 
medical services are rendered. The term “voluntary organiza- 
tions” includes societies, bodies or groups which, or persons 
who, arrange for the provision of medical services or which 
provide benefits in respect of medical expenses incurred. 


insurance 


Government Aid Overcomes Voluntary Insurance 
Limitations. 

Voluntary insurance has certain limitations: (i) The scope 
and duration of voluntary insurance is limited by actuarial 
determination of the premiums to give specified benefits. 
(ii) Contributors may come into or cease their membership 
of a voluntary insurance scheme as they please. 

The Government is taking certain steps to extend the 
scope and duration of the benefits and to make continuous 
membership more attractive and easy. The insurance 
companies can also assist by the terms of their policies. 


Government Aid Reinforces Insurance Benefits. 


The Government proposes to give its cash benefit for 
each item of medical service and for hospitalization even 
where the insurance societies’ limitation conditions debar a 
benefit from its own funds. For instance, voluntary insur- 
ance organizations do not provide benefits during certain 
waiting periods after a member has paid his first contribu- 
tion or after a member has drawn a maximum amount 
from the fund or when a member is in arrears with his 
contribution. The government benefit will be given or 
continued in these circumstances while the patient is ill. 

The insurance. societies can encourage continuity of 
membership by converting any surplus funds into added 
benefits which accrue after definite periods of membership, 
say five, ten or fifteen years. An added attraction to insure 
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will come from the fact that the substantial Commonwealth 
cash benefit for each item will enable the insurance or 
voluntary organization to offer to the member a lower rate 
of contribution than it would otherwise provide or to extend 
the benefits it offers. 

In addition to this system of government aid reinforced 
by voluntary insurance, the Government in its scheme will 
take care of the indigent who are unable to insure them- 
selves and also of the medically unfit who are unable to 
obtain the full range of normal benefits provided by the 
societies. 

Consideration will be given to payment of the government 
cash benefit without reinforcement of the insurance benefit 
to those who, for various reasons, are unable to become 
members of voluntary or insurance organizations. 

Similar methods will be adopted with regard to the pro- 
posed insurance for hospital benefits. The Commonwealth 
benefit will be in the form of a subsidy paid through the 
voluntary hospital benefit funds, which provide for prepaid 
hospital insurance, and the Commonwealth benefit will be 
continued after the insurance benefit has expired, while the 
patient needs hospitalization. 


Conclusion. 

The partnership of the Government and the individual, 
and the union of government aid with voluntary effort to 
present a united front against disease have been outlined. 
This system of government aid reinforced by voluntary 
insurance to meet costs of unpredictable medical treatment 
and hospitalization, will permit a much earlier implementa- 
tion of a national health scheme through the use of existing 
agencies than any nationalized scheme could do which must 
create fresh departments and destroy age-old institutions. 

In the United States of America, it was anticipated that 
the preparation of legislation for a compulsory national 
health scheme would occupy three years, and another three 
years would be necessary to implement it. Only then could 
the scheme be implemented by the fullest use of State and 
local governing authorities in the scheme, and, even then, 
only a portion of the American people could be included in 
the service. 

The great advantage of the combination of this system of 
government aid with existing voluntary systems is that it 
does not disturb past practice, but stimulates progressive, 
orderly evolution of better and better standards. No fresh 
problems of controls or variation of existing practices are 
raised. The intimate doctor-patient relationship is retained. 
The scheme can be proceeded with very quickly because it 
simply needs an extension of existing organizations which 
is relatively small compared with the total amount of 
insurance of all kinds that is constantly being effected. 

This new conception of a national health scheme can prove 
the pattern democracy is seeking. 


Appendix A. 
Cost of United Kingdom Health Scheme.’ 
Gross Cost. 

£m. 
1946 estimate ee rT ee 167 
Original estimate, 1948-1949? .. 265 
Revised estimate, 1948-1949? . 368 
Original estimate, 1949-1950 352 
Revised estimate, 1949-1950 .. 450 
Original estimate, 1950 .. .. .. .. 484° 


increase in actual spending above the 
In 1950-1951, 
the revised 


Each year the 
original estimate is practically £100 million. 
if the original estimate runs true to form, 
estimate will be close to £600 million. 

In 1950-1951 it is estimated the local government and 
regional authorities will contribute an additional £15 million. 

Certain offsets are given against these, but these offsets 
are all contributions from the National Insurance Fund and 
Superannuation Contributions, the whole of which comes 
out of the taxpayers’ pockets. The total of contributions 
to these funds is given in the budget papers as £214 million, 
of which £50 million is diverted to health work. 


Original Revised 

Estimate, Estimate, 

1948-1949. 1949-1950. 
£m. £m. 
Pharmaceutical service 16-9 35°3 
mental wervice ... «: «e's 108 48-6 
Ophthalmic service .. .. .. 3-1 25-1 
Total eat cee - 80°83 109-0 








1From the British Medical Journal, March 18, 1950. 
2Calculated on annual basis. 
3? Assumed. 
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The Australian population is roughly little less than one- 
fifth of the total British population. A scheme on the British 
pattern would cost, therefore, over 100 million pounds per 
annum to implement, quite apart from the national insurance 
aspect which would cost another £40 million at least, even 
on the British standard, which is lower than the Australian 
pension position. Such a cost would involve an increase of 
the present Social Services Tax of anything from 50% to 
100% in order to enable these costs to be met if such a 
scheme were adopted. 

The scheme proposed by the Australian Government has 
safeguards that will strictly limit the cost to the estimate. 
The total government cost will be a fraction of the present 
Social Services Tax. The form of administration suggested 
in the Australian Government’s proposals will obviate 
creation of any large number of new public servants to 
administer it. 


End of “Free” British Health Service: National Health. 

The Economist of March 11, 1950, commenting on these 
increases, said: 

“The effect of this rise on goverment expenditure is dis- 
cussed elsewhere in this issue, but what is the effect on the 
health service itself? If a halt really is called to the rise in 
cost, how is the Ministry of Health to enforce it? It can 
continue the only serious attempts at economy it has 
hitherto made and chip away further at the fees of dentists, 
chemists and opticians. In this connection it is worth 
pointing out once again the serious distortion within the 
health service caused by the payment of these three groups 
by items of service. It means that the general practitioners, 
who are paid a fixed capitation fee, are valued at [47:1 
million in the current year compared with the £48-6 million 
given to the dentists. Even the chemists have earned 
£35,300,000, or about 75 per cent. of the general practitioners’ 
earnings. 

“But any reduction in practitioners’ fees—unless it were 
so big that there would be wholesale withdrawals from the 
service—would cause discontent out of all proporiion to the 
saving in cost. The time has come to save, not ten or 
twenty million, but a hundred million and even more. The 
only way in which this can be achieved, and the compre- 
hensiveness of the health service maintained, is to abandon 
altogether the principle that it should be entirely free. 
Exactly how a charge should ve imposed will need to be 
carefully thought out (there would certainly have to be a 
means test to avoid hardship). But it has become quite 
obvious to all but the most prejudiced that a charge is the 
only way to bring home financial realities to patients and 
practitioners as well to restore the health of the health 
service itself.” 

The British Medical Journal of March 18, 1950, stated: 

“In short, economies in the Health Service must be made, 
and must be made now. There are three possible ways of 
making them. One is by reducing the fees and salaries 
of the various practitioners. But to make any worth- 
while reduction these would have to be on a large scale, 
which would probably result in wholesale withdrawals from 
the Service. Otherwise they would merely cause a lot of 
discontent and save very little. The second is by making 
a charge to the public for some parts of the Service—for 
spectacles, wigs, invalid chairs, and appliances. The third 
way of making economies, and the most equitable and 
effective, would be to impose a charge throughout the 
Health Service. This course would certainly not be popular. 
It would mean the revival of the needs test so that hardship 
would be avoided. It might mean that cases genuinely 
needing treatment would go neglected. But can any doctor 
be certain that that is not happening now, with crowded 
surgeries and long waiting-lists? In any case there is no 
real alternative. The time has come to discuss, not 
whether a charge should be imposed, but the best way of 
imposing it.” 


| 


| 





The totals in the table of Appendix B do not include 
administration expenses (roughly £700,000 per year), nor 
expenses of hospital maintenance which cost £8,981,000 in 
1948-1949, of which roughly £1,000,000 was - capital 
expenditure 

Appendix C. 
Voluntary Insurance Organizations: Types Already 
Ezisting in Australia. 

Cover for Life, Medicai, Hospital, Accident and Sickness 
Benefits—One hundred and fifty. hospital insurance con- 
tribution funds give cover for over three-quarter million 
members. 

A great number of industrial organizations throughout 
Australia arrange benefits in respect of sickness, accident 
and hospital expenses. Of these, 53 are associated with 
industrial unions, 420 are associated with employees of 
certain establishments, and 97 are organizations initiated 
and directed by the employers of varied establishments. 
These give a cover for many hundreds of thousands of 
beneficiaries. 

Fifteen generally recognized major friendly society 
organizations, many with branches in all States, exclusive 
of industrial accident schemes, cover over 600,000 families 
with medical benefits. 

Thirteen life assurance companies have 5,900,000 current 
policies, 

Thirty other insurance offices controlling accident or 
sickness funds give cover to many hundreds of thousands. 

In addition, medical benefits clubs exclusively deveted to 
medical benefits have been established. : 

Three voluntary organizations are associated with local 
government. 

Quite apart from the voluntary organizations above 
mentioned, the great bulk of the employees of governments 
are contributors to superannuation funds. Many of these 
contributions are compulsory; but are voluntary inasmuch 
as the contributor has the right to determine the number 
of units and therefore the premiums paid and the benefits 
received. 

If the semi-government organizations be added to the 
Commonwealth and State superannuation funds, there are 
in all, 35 such funds throughout Australia. 


After a full and free discussion the Minister retired. The 
Council then proceeded to discuss the scheme of the Minister 
as a whole and to define its policy in relation to certain 
aspects. 

In regard to the scheme as a whole the Council resolved as 
follows: 


That the Federal Council, having consulted the 
Branches and in the knowledge that a majority of 
Branch Councils has approved the general principle 
of the scheme for subsidizing voluntary contributory 
medical insurance presented by the Minister for 
Health on behalf of the Government, and in the 
belief that this scheme is in the interests of the 
people and the profession, assures the Minister of 
the profession’s willing cooperation. 


The next question discussed was the appointment of 
disciplinary committees composed of medical practitioners, 
to deal with alleged offences by medical practitioners in 
regard to the pharmaceutical provisions of the National 
Health Service Act. It was resolved that the Minister 
should be asked to create disciplinary committees 
composed entirely of medical practitioners, and that these 
committees should be statutory bodies. It was stated that 
their function should be “to hear and decide on matters of 
alleged offences or irregularities by registered medical 
practitioners in respect of the pharmaceutical provisions of 
the National Health Service Act referred to them by the 
authorities under the act”. In the matter of penalities, it 


Appendix B. 
Cost of New Zealand Medical Scheme.* 




















, wertor 
1941 to 1942 to | 1943 to 1944 to 1945 to 1946 to 1947 to 1948 to 
| 1942. 1943. 1944. 1945. 1946. 1947. 1948. 1949. 
| | 
| | 
Medical benefits .. 205,672 1,016,053 | 1,179,331 | 1,287,028 | 1,427,309 1,760,574 2,167,826 2,306,881 
Hospital benefits 1,374,205 1,540,959 | 2,158,146 | 2,330,700 | 2,173,460 1,986,288 1,949,489 | 1,997,375 
Pharmaceutical benefits 279,968 563,247 | 762,198 | 980,237 | 1,138,366 1,439,686 | 1,558,350 | 1,798,159 
Total cost of all benefits 2,435,588 3,721,179 | 4,726,680 | 5,234,714 j 5,536,564 | 6,191,196 | 6,973,858 | 7,843,634 








1 Taken from the annual report of the Director-General of Health, New Zealand, 1949. 
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was resolved that the committees should be empowered to 
determine the type of penalty in the case of a registered 
medical practitioner committing offences under the Act 
according to three degrees. For the first offence a warning 
should be given. For the second offence the medical 
practitioner should be “named”. For repeated or aggravated 
offences the practitioner should be liable to suspension of 
prescribing rights under the Act for periods of up to twelve 
months. The Federal Council added that provision should be 
made under the Act for appeal against the decision of 
disciplinary committees to a court presided over by a judge 
of Supreme Court jurisdiction. The Federal Council decided 
to recommend to the Minister that the disciplinary com- 
mittees should be appointed for a term of three years on the 
recommendation of the Branch Council of the British Medical 
Association in each State. 

The Federal Council agreed to a concessional rate for old- 
age, invalid and widow pensioners. 

Regarding prescription forms, the Federal Council decided 
that for administrative reasons the forms should be of a 
uniform size for the provision of pharmaceutical benefits 
under the National Health Service Act and that such forms 
forms should be provided by the medical practitioner. 


A discussion took place on the method of payment of 
medical practitioners for attendance on pensioners. It was 
resolved that the medical expenses of pensioners should be 
paid through approved medical benefit organizations. The 
Federal Council also thought that payment should be made 
by approved medical benefit organizations to pensioners on 
the production of a receipt from a medical practitioner, 
or alternatively directly to the medical practitioner on 
receipt of his account. The Federal Council thought that 
all concessional fees should be reviewed annually in 
accordance with variations in the basic wage. 

The Federal Council reaffirmed its policy that the method 
of payment for medical practitioners in a national health 
service should be on a fee-for-service basis. The Federal 
Council also decided that the schedule of benefits should 
be reviewed triennially in accordance with variations in 
the basic wage. 

The Federal Council decided that in any fee-for-service 
scheme itemized accounts should be rendered to the patient 
by the medical practitioner. 

In regard to the personnel of disciplinary committees, it 
was resolved that any disciplinary committee set up to deal 
with abuses by medical practitioners under the medical 
benefits scheme should be composed entirely of medical 
practitioners, the greater number of whom should be 
nominated by the British Medical Association. 

The Federal Council discussed the provision of full medical 
benefits for uninsurable persons—chronic invalids. It 
resolved that in its opinion members of the community who 
had attempted to insure themselves, but who by reason of 
ill health were wholly or partly uninsurable under the 
provisions of the national health scheme, should have the 
right to financial cover equal to that of other members of 
the community, and that the Commonwealth Government 
should be requested to accept the responsibility involved. 

The Federal Council then discussed concessional rates 
to lodge members, and approved the granting to members of 
friendly societies of a fee-for-service method of payment at 
concessional rates for a general practitioner service. It also 
resolved that in a concessional service to friendly society 
members, the fee for surgery consultation should be 9s. and 
for domiciliary visits 11s., provided that there should be 
provision for annual revision of concessional rates and 
income limit, and that any variation in the one should be 
accompanied by a corresponding variation in the other. It 
was pointed out in connexion with the concessional fee 
for members of friendly societies that at the present time 
the average fee for attendance on friend!y society members 
under the capitation system was 4s. 6d. In regard to the 
type of person who should be eligible for concessional rates 
a discussion took place on the income limit which should be 
set for friendly society lodge members. It was resolved 
that in regard to single persons, for the purpose of deter- 
mining the lower income group, the upper income limit for 
a single person without dependants should be £416 per 
annum. It was suggested that for married persons, for the 
purpose of determining the lower income group, the upper 
income limit of such a person, including the income of his 
wife, but excluding child endowment, should be £416 per 
annum plus an additional amount of £52 for his wife and £26 
per annum for each additional dependant. It was resolved 
that for the purpose of defining income limits additional 
dependants—dependants other than the wife—should be 
defined as follows:- (i) Children, step-children and legally 
adopted children under the age of seventeen years, wholly 
dependent on the contributor. (ii) One unmarried daughter 
seventeen years of age or over of a widowed contributor, or 








an unmarried sister of an unmarried or widowed contributor 
residing with and wholly dependent on him. (iii) Brothers 
and sisters of an unmarried contributor under the age of 
seventeen years, both of whose parents are dead or unable 
to contribute to the family support, if residing with and 
wholly dependent upon him. (iv) Students seventeen years 
of age or over wholly dependent on the contributor. 

The policing of the income limit was discussed, and it 
was resolved that there should be issued by approved 
organizations to each contributor to a concessional medical 
service a standard form of entitlement card, indicating that 
such a contributor was financially eligible to be a contributor 
to the service, and that on the back of his card there should 
be a statutory declaration signed by the contributor that 
his income, including that of his wife, for the previous 
financial year was within the prescribed limit, together with 
a list of his eligible dependants and their ages. It was also 
held that such card should be reviewed by January 1 of 
each year, and that it should be stamped quarterly by the 
contributor’s organization, indicating that the contributor 
was financial. 

In regard to hours of service, it was resolved that in 
respect of consultations at the doctor’s surgery, concessional 
services should be rendered only during the doctor’s usual 
consulting hours, and that in respect of domiciliary visits 
concessional services should be rendered only when the 
request for such services was made during the hours of 
8 a.m. to 5 p.m. on Monday to Friday, inclusive, and from 
8 a.m. to 11 a.m. on Saturday, but that in respect of 
consultations or visits requested outside the aforementioned 
hours or on public holidays, the medical attendant should 
have the right to charge ordinary private fees. 

The Federal Council also resolved that it did not approve 
of the institution of a concessional rate for excluded services 
to friendly society lodge patients. 


Publicity in Connexion with a National Health Service. 


A letter was received from the Tasmanian Branch, for- 
warding a resolution in which it desired to inform the 
Federal Council that the Tasmanian Branch Council viewed 
with grave concern the release to the Victorian Press of 
information concerning the national health service. This 
information was not only confidential, but had dealt with 
matters about which no finality had been reached between 
the Federal and Branch Councils. The General Secretary 
reported that the Victorian Branch did not know how the 
leakage had occurred. Dr. T. Giblin pointed out that the 
information had been published in the Melbourne Herald. 
Before it appeared, the Tasmanian representatives of the 
Federal Council had refused to give information to Tas- 
manian newspapers, and when the information appeared in 
a Melbourne paper the Tasmanian members of the Federal 
Council felt much aggrieved. They had established a 
satisfactory liaison with the Press, and the contretemps had 
upset things, and ever since relations with the Press had 
been far from satisfactory. Dr. H. R. R. Grieve said that 
he would like to discuss this matter when the President was 
in the chair, and as he had temporarily vacated it on account 
of illness, discussion on the subject was postpored. 

At a later stage 6f the meeting the Federal Council 
reaffirmed its former policy adopted at its meeting on July 17, 
1947, namely, that it should be a recommendation to the 
Branches that when in the opinion of a Branch a need had 
arisen for the publication of the association’s views on a 
matter affecting the profession as a whole, the Branch 
should communicate by telegram or telephone with the 
General Secretary with the object of expressing its views. 


A Request from Canada. 


The General Secretary reported that he had received a 
letter from Dr. M. R. Elliott, Director of the Extending 
Health Services of the Department of Health and Public 
Welfare, Manitoba, Canada, advising that he had met 
Major-General F. Kingsley Norris, and asking for informa- 
tion on the health services of Australia. The information 
would be sent to Dr. Elliott. 


PUBLICITY. 


A discussion took place on the appointment of the Federal 
Council’s Publicity Committee. It was resolved that Dr. 
W. F. Simmons, Dr. A. J. Collins, Dr. H. R. R. Grieve, Dr. 
A. E. Lee, Dr. L. R. Mallen and a nominee of the Victorian 
Branch Council should be appointed to the Publicity Com- 
mittee. It was pointed out that neither Dr. H. C. Colville 
nor Dr. Charles Byrne would be available. 

A letter was received from the Western Australian Branch, 
protesting against the action of the chairman of the Western 
Australian Division of the Australian Red Cross Society, in 
that he had reprimanded Dr. J. Watson, Director of the 
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Red Cross Blood Transfusion Service of Western Australia, 
for assisting in the British Medical Association publicity 
campaign. Some correspondence which had passed between 
Mr. A. G. Brown, Federal Secretary of the Australian Red 
Cross Society, and the Western Australian Branch was 
read. Mr. Brown had stated that the Red Cross Society was 
entirely a non-political organization, and that its officers 
were not supposed to take part in any political activity. 
In reply, it was stated that anything that Dr. Watson had 
done had been done in his own time, and that it had to do 
with the affairs of his profession. In discussion the view 
was expressed that the Red Cross authorities in Western 
Australia wished to interfere with the freedom of Dr. Watson 
as an individual, and that they had no right to do this. 
It was resolved that a letter should be written to Sir John 
Newman Morris, the chairman of the Australian Red Cross 
Society, pointing out that the real issue was the interference 
with the private life of the individual in prohibiting him 
from furthering the interests of his professional organiza- 
tion. The Federal Council also determined to inform Sir 
John Newman Morris that Dr. Watson had not appeared in 
public, and that at no time was the name of the Red Cross 
Society involved. 


Publicity Expenses Incurred by the Western Australian 
Branch. 


Dr. Leigh Cook explained to the Federal Council that the 
Western Australian Branch had incurred an expenditure 
of £1500 in publicity in connexion with the national health 
service discussions with the Government. The Federal 
Council had granted the Western Australian Branch the 
sum of £500 for this purpose, but over and above this there 
was an expenditure of £1013. The Western Australian 
Branch recognized that it had no authority to spend this 
amount of money, and an effort was being made to collect 
it from members. Each member had been asked to con- 
tribute the sum of £5. So far the sum of something over 
£400 had been received, but Dr. Cook pointed out that this 
money had been received from those practitioners who were 
always willing to help. Dr. Cook said that he was merely 
laying information before the Federal Council and was not 
doing anything more. After discussion it was resolved that 
the Federal Council would recommend to the trustees of 
the Federal Independence Fund that the sum of £1013 8s. 6d. 
should be granted to the Western Australian Branch, in 
order to reimburse it for additional expenses incurred in 
publicity. This amount was to be paid, however, on the 
condition that those members of the Branch who had 
subscribed money to liquidate the debt should be refunded 
the amount subscribed by them. 


Concessional Services to Members of the Lower Income 
Group Other than Friendly Society Lodge Members. 


The Federal Council discussed the concessional services 
to be made to members of the lower income group other 
than friendly society lodge members, and decided that con- 
sideration of the provision of concessional fees for these 
services should be deferred. 


A Uniform Agreement with Friendly Societies. 


The Federal Council decided that except on matters of 
broad principles, all negotiations with friendly societies 
should be on a State level. 


Appointment of a Committee to Confer with the 
Minister of Health. 


Reference was made to the committee appointed by the 
Federal Council on January 16, 1950, to confer with the 
Minister of Health, and the Federal Council resolved to 
reappoint the members of that committee—the President, 
Sir Victor Hurley, the Vice-President, Dr. A. J. Collins, Dr. 
W. F. Simmons and Dr. J. G. Hunter—with the addition of 
Dr. L. R. Mallen and Dr. H. W. Horn. 


BriTisH MEDICAL ASSOCIATION. 
The British Commonwealth Medical Conference. 


The General Secretary referred to the first annual meeting 
of the British Commonwealth Medical Conference, which 
had been held at Saskatoon, Canada, on July 7 to 9, 1949, 
and explained that the balance of the share due by the 
Federal Council for the cost of the Saskatoon conference 
amounted to £249 6s. A, bank draft had been forwarded in 
settlement. The General Secretary also reported that the 
second annual meeting had been held in Brisbane from May 
23 to 25, 1950. The delegates to this conference have already 
been named as having been admitted as observers to the 
meeting of the Federal Conncil. The General Secretary 
placed before the Federal Council a programme of the 


conference, and explained the arrangements which had been 
made for the entertainment of delegates. 

The General Secretary said that the British Commonwealth 
Medical Conference had resolved that the third annual 
meeting should be held at Johannesburg, South Africa, in 
July of 1951. The conference would extend over four days, 
and would precede the joint meeting of the British Medical 
Association and the Medical Association of South Africa, 
which would be held at Johannesburg in the same month. 
The Federal Council resolved that it would be represented 
at the meeting. 


“British Medical Journal.” 


The General Secretary reported that since the last meeting 
several communications had been received from the British 
Medical Journal, in which inquiries were made about certain 
advertisements from Australia which had been offered for 
publication in that journal. 


Annual Meeting of the British Medical Association, 
July, 1950. 


The General Secretary reported that a letter had been 
received from Major-General F. Kingsley Norris, accepting 
the invitation of the Federal Council to act as its delegate 
at the annual meeting of the British Medical Association, to 
be held at Liverpool, England, in July, 1950. 


Special Representative Meeting of the British Medical 
Association. 


Reference was made to a letter received from Dr. E. Grey 
Turner, Assistant Secretary of the British Medical Associa- 
tion, regarding a Special Representative Meeting, which was 
to be held on March 29, 1950, to consider proposals which 
had been made for the alteration of the composition of the 
Council of the Parent Body. It had been suggested that 
the number of representatives of overseas Branches on the 
Council should be reduced from eight to one. Strong 
exception was taken to these proposals, and it was pointed 
out that the overseas Branches had considerable numerical 
strength and should have a reasonable voice in the conduct 
of the affairs of the association. The General Secretary 
said that he had received a letter informing him that the 
proposals to reduce the number of overseas councillors had 
been rejected. The result was noted with satisfaction. 


ORGANIZATION OF THE PROFESSION. 


The General Secretary reported that he had addressed 
a meeting of the Victorian Branch Council on March 22, 
1950, and also several meetings of the Tasmanian Branch 
at Hobart and Launceston on March 23 and 24, 1950. He 
also reported that he had visited the Queensland Branch 
on April 14, 1£.0, and had attended a meeting of Council. 


CoMMUNIST MEMBERS OF THE ASSOCIATION. 


A letter was received from the South Australian Branch, 
forwarding a resolution from the secretary. of the General 
Practitioners’ Group, to the effect that in view of the 
Communist Party Dissolution Bill before Parliament, and 
in view of the findings of Mr. Justice Lowe, the group con- 
sidered that members of the Communist Party were no 
longer eligible to be members of the British Medical Associa- 
tion. The group asked the Branch Council to take 
appropriate action. The South Australian Branch Council 
sent the matter on to the Federal Council, as it thought that 
any action that might be taken would have to be taken on a 
federal basis. It was resolved that advice should be sought 
by the Federal Council from its solicitors concerning the 
rights of expulsion by the Branches in Australia of members 
deemed by law and by the Branch Councils to be Communists. 


THE SECTION OF AVIATION MEDICINE (BritIsH MEDICAL 
ASSOCIATION ). 


A letter was received from Dr. J. C. Lane, provisional 
secretary of the Section of Aviation Medicine (British 
Medical Association), advising that a meeting had been held 
in Melbourne on November 25, 1949. 


THE NATIONAL HEALTH AND MepiIcaAL RESEARCH COUNCIL. 


A discussion took place on the subject of medical research 
in Australia. It was pointed out that the research grant 
had recently been increased from £60,000 for one year to 
£85,000. The Federal Council’s aim was that the sum pro- 
vided should be £500,000. Dr. W. F. Simmons, the delegate 
from the Federal Council on the National Health and Medical 
Research Council, thought research grants would be reviewed 
at the meeting in November. He pointed out that the Medical 
Research Advisory Committee was composed mainly of 
university professors and directors of research institutes. 
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The General Secretary reminded the Federal Council that 
its policy was that medical research should be divorced 
from medical health provisions and from all political 
implications. What was always in the Federal Council’s 
mind was the constitution of the Medical Research Council 
of the Privy Council] of Great Britain. In a national medical 
research council it would probably be advisable to have a 
small rather than a large membership. He suggested that 
possibly one representative might serve for all the 
universities. After further discussion it was resolved that 
the Federal Council reaffirm its previous decision con- 
cerning the establishment of a medical research council, and 
that it should inform the Minister that in its opinion the 
personnel of the present Medical Research Advisory Com- 
mittee was satisfactory. 

The Federal Council had before it a copy of a report of 
the 26th session of the National Health and Medical Research 
Council, held at Sydney on November 17 and 18, 1948. It 
also received a report on the work done under the Medical 
Research Endowment Act during the year 1948. 


Wortp MeEpDICcAL ASSOCIATION. 


The General Secretary reported that he had received a 
communication from the Secretary-General of the World 
Medical Association, advising of the association’s intention 
to print and distribute copies of the Declaration of Geneva 
and of the International Code of Ethics. He said that the 
Branches were being asked how many copies of the docu- 
ments they would require. 

The General Secretary said that he had received a com- 
munication from the Secretary-General forwarding a 
questionnaire regarding the activities of the Red Cross 
during times of peace in the various member countries. 
He had sent the questionnaire to the Australian Red Cross 
Society for completion. 

It was noted that the subscription to the World Medical 
Association amounting to 916.15 Swiss francs (£94 7s. 1d.) 
had been paid. 

A report of the council meeting of the World Medical 
Association held on April 24 to 28, 1950, at Copenhagen, was 
received. The question of the admission to membership of 
the World Medical Association of former enemy nations 
came up for consideration and it was decided to refer this 
question to the Branches. 

It was noted that the General Assembly for 1950, the 
fourth annual meeting, would be. held at New York on 
October 16 to 20, 1950. The Federal Council decided that 
it should be represented at the meeting, and it was pointed 
out that several prominent members of the Australian 
Branches would probably be in New York at that time. It 
was resolved that the appointment of delegates, alternate 
delegates and observers should be left in the hands of the 
President and the General Secretary. 


SALARIED MEDICAL SERVICES. 


At two of its previous meetings the Federal Council had 
considered salaried medical services in different parts of 
the Commonwealth. At its meeting in July, 1949, the 
Federal Council appointed a committee consisting of one 
representative from each State to report on desirable salary 
standards for all classes of full-time medical appointments. 
Information was sought from the Branch Councils covering 
State Government medical officers, hospital medical officers, 
university staff appointments, salaries and research workers, 
medical secretaries, insurance for medical officers and 
industrial medical officers. At its meeting in January, 1950, 
it was stated that the information when available would 
be collated, and that the committee would meet in May, 
1950, just before the meeting of the Federal Council at 
Brisbane. The committee consisted of Sir Victor Hurley, 
Dr. W. F. Simmons, Dr. H. W. Horn, Dr. L. R. Mallen, Dr. 
Leigh Cook and Dr. J. L. Grove. The General Secretary 
presented the report of the committee. The following 
recommendation of the committee was approved by the 
Council, namely, that all Branch Councils should be urged 
to take the necessary steps immediately to ensure that an 
approach was made to the local authority so that these 
salaries should be brought into line with comparable 
positions in the Commonwealth and repatriation medical 
services. : 

The defence services were also discussed, and the Federal 
Council approved a recommendation of the committee that 
the Ministers concerned should be approached by the 
Federal Council with a view to the securing of sufficient 
increases to bring the salaries of the Defence Medical 
Services into line with comparable positions in the Common- 
wealth and repatriation medical services. 

“The Federal Council also agreed that for full-time 
specialist positions in hospitals the commencing salary 








should be not less than £2000 per annum with appropriate 
increments. 

The Federal Council discussed the salaries of members 
of university staffs, and decided that it should approach 
the Australian Vice-Chancellors’ Committee and also each 
individual vice-chancellor of all Australian universities 
having medical schools, and that it should draw attention 
to the totally inadequate salaries paid to staffs in Australian 
medical schools in comparison with salaries paid for similar 
positions in other medical schools in different parts of the 
Empire and in the Commonwealth medical services. 

The Federal Council accepted a suggestion of the com- 
mittee that the National Health and Medical Research 
Council should be approached with a recommendation that 
the commencing salaries of junior medical research fellows 
should be not less than the salaries paid to junior medical 
officers in the Commonwealth Government medical services, 
and that in the case of senior medical research fellows the 
salaries paid should be not less than those paid to senior 
medical officers in the Commonwealth Government medical 
services. . 

The Federal Council decided to ask all Branch Councils 
to keep the Federal secretariat informed of all alterations 
in salaries and conditions. 


Soctan SeRvIcES CONSOLIDATION Act, 1948. 


The General Secretary reported that he had received a 
letter from the Director-General of the Department of 
Social Services in regard to certain administrative changes 
made in connexion with claims for sickness benefits under 
the Social Services Consolidation Act, 1948. The Director- 
General pointed out that it had been decided that sickness 
benefits should be payable from and including the seventh 
day after the day on which the incapacity commenced, 
provided that the claim for benefit was lodged within 
thirteen weeks after that day. This extended the period 
during which a claim might be lodged without loss of 
arrears from six to thirteen weeks. The discretionary 
power of the Director-General to grant arrears of benefit 
if delay in the lodging of a claim was “due to the incapacity 
or to some other sufficient cause” remained unchanged. 
Approaches by departmental officers to medical practitioners 
had in many cases been made to establish whether an 
incapacity was sufficiently serious (and for what length of 
time) to warrant the delay in the lodgement of a claim and 
to justify the exercise of the discretion to grant arrears. 
The Director-General pointed out that the new provisions 
extending the time for lodgement of claims from six weeks 
to thirteen weeks would reduce the number of cases in 
which claims for arrears were involved. The Director- 
General in his letter gave examples of the type of special 
cases which might arise, and pointed out that extraordinary 
cases might arise in which it would be necessary to make 
a direct approach to a medical practitioner. The Director- 
General also explained that in general the fee offered to 
medical practitioners would be 10s. 


REPATRIATION DEPARTMENT. 
Visiting Specialists to Repatriation Hospitals. 


At its previous meeting the Federal Council discussed the 
fees paid to visiting specialists in repatriation hospitals. 
It resolved to take the matter up with the Repatriation 
Commission, and to ask that the rate of payment of visiting 
medical officers to repatriation general hospitals should be 
three guineas for the first hour plus two guineas for each 
succeeding hour or part thereof, and that payment for 
travelling time should be made in addition to the sessional 
payment. The General Secretary reported that he had 
received a reply from the Chairman of the Repatriation 
Commission, advising that the Government had been unable 
to agree with the recommendations of the Federal Council 
and forwarding a copy of the new rates and allowances 
to operate from April 1, 1950. The Federal Council resolved 
that while it accepted the terms and conditions laid down 
by the Repatriation Commission in regard to the payment 
of visiting medical officers, it would endeavour to secure 
the higher rates previously requested. The Federal Council 
also resolved to refer to the Branches the question of who 
were to be regarded as senior specialists, and to ask them 
to convey their decisions to the respective State depart- 
ments of the Repatriation Commission. 


Fees Payable to Local Medical Officers. 


The General Secretary pointed out that he had received 
no reply to a letter sent to the Minister for Repatriation in 
regard to the fees payable to local medical officers. It was 
resolved to send a further letter to the Minister for 
Repatriation asking for an early decision. 
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Lists of Local Medical Officers. 

A letter was received from the New South Wales Branch 
advising of complaints that lists of medical officers supplied 
to persons entitled to receive their medical services through 
the Repatriation Commission were incomplete, and that as a 
result of this the persons concerned were restricted in their 
choice of doctor. The Federal Council resolved to approach 
the Repatriation Commission, asking it to ensure that lists 
of local medical officers circularized to patients were 
complete and embraced an area of at least three miles’ 
radius. It also resolved to ask the Repatriation Department 
to add a paragraph to the effect that if the patient wished 
to be attended by a local medical officer in another district, 
he might usually be allowed to do so provided no extra 
charge to the Repatriation Department for mileage was 
involved. 


Civilian Patients in Repatriation Hospitals. 


A letter was received from the Queensland Branch, 
protesting against the transfer of civilian patients to 
repatriation hospitals to be treated by the visiting medical 
staff. The Queensland Branch asked that urgent and 
immediate representations should be made on the Federal 
Council level to the appropriate authorities, in order that 
the wartime repatriation set-up might not be converted into 
a department of civilian practice. The Federal Council 
resolved to inform the Repatriation Department that it 
was of the opinion that medical officers to repatriation 
hospitals should not be required to treat patients in those 
hospitals other than ex-service personnel, war widows and 
their dependants. 


Domus CHIRURGICA. 


The General Secretary read a letter from Dr. Valentine 
Charry about Domus Chirurgica and the International Col- 
lege of Surgeons. Dr. Charry asked for certain information 
in regard to Australian activities, and this had been 
supplied. A copy of Dr. Charry’s letter had also been sent 
to the Editor of THz MepicaL JOURNAL OF AUSTRALIA, and a 
paragraph had been published in the journal. 


THe COLLEGE oF NurRSING (AUSTRALIA). 


A letter was received from the honorary secretary of 
the College of Nursing (Australia), advising of the appoint- 
ment of an education committee to draw up plans for 
courses and to give advice on matters of educational policy. 
The college invited the Federal Council to nominate a 
representative on this committee. The Federal Council 
nominated Sir Victor Hurley to act as its representative. 


Rates or Duty ON SuRGICAL INSTRUMENTS AND 
APPLIANCES. 


At its meeting in January, 1950, the Federal Council 
resolved to take up with the Minister for Trade and 
Customs the rates of duty payable on surgical instruments. 
The General Secretary reported that he had had discussions 
with the secretary of the Joint Committee for Tariff Revision, 
and that this officer had sent a communication setting out 
the relevant by-laws. The General Secretary pointed out 
that the instruments considered in the Tariff Board’s report 
were now included in a new by-law subject to duty at 
75% ad valorem British preferential tariff and 25% ad 
valorem Most Favoured Nation tariff. The secretary to the 
Joint Committee for Tariff Revision advised that the 
principle of British preference as defined in the Ottawa 
Trade Agreement of 1936 had to remain, and that the Joint 
Committee was of the opinion that 75% was a very reason- 
able tariff under British preference compared with that of 
other goods. It appeared reasonable to believe that the 
majority of other surgical instruments would be placed 
under the new by-law, in which goods were admitted free 
under British preference and would be subject to a 175% 
tariff if they came from elsewhere. It was resolved that no 
further action should be taken. 


THE COMMONWEALTH DEPARTMENT OF IMMIGRATION. 


At its previous meeting in January, 1950, the Federal 
Council discussed the salary and conditions of appointment 
of medieal officers of the Department of Immigration. At 
that meeting it was resolved that the matter should be 
taken up with the Minister for Health. Further discussion 
ensued, and it was decided that the matter should be left 
in the hands of the General Secretary. 


EXMERGENCY MEDICAL SERVICES. 


The General Secretary reported that the Central Medical 
Planning Committee had held its inaugural meeting on 
February 20, 1950. Subcommittees had been formed dealing 





with equipment and supplies, with medical personnel and 
with hospital accommodation. Correspondence between the 
President and Dr. A. J. Metcalfe, Chairman of the Central 
Medical Planning Committee, was placed before the Federal 
Council. This correspondence related to security classifica- 
tion, which was to be applied to matters considered by the 
Central Medical Planning Committee. It was resolved that 
Dr. W. G. D. Upjohn should be appointed the representative 
of the medical profession on the Personnel Subcommittee. 
It was also resolved that, subject to his acceptance, Dr. 
J. C. Stewart should be appointed the representative of 
the medical profession on the Equipment and Supply Sub- 
committee, and that in the event of his inability to accept 
appointment the matter should be left in the hands of the 
President. It was also resolved that Dr. A. B. Lilley, the 
Chairman of the Hospitals Commission of New South Wales. 
should be appointed the representative of the medical pro- 
fession on the Hospital Accommodation Subcommittee, and 
that in the event of his inability to accept appointment 
the matter should be left in the hands of the President. 


MEDICAL EDUCATION. 


At its meeting in January, 1950, the Federal Council 
considered a letter from the New South Wales Branch 
recommending the establishment of a standing committee 
on medical education similar to that of the Parent Body, 
whose function would be to formulate standards of pre- 
medical and medical education in Australia and to keep the 
Federal Council informed on such matters. The Federal 
Council decided to refer the matter to the Branches. The 
General Secretary reported that this had been done, and 
the Federal Council resolved that the New South Wales 
Branch should be informed that it expressed interest in 
the proposal to establish a medical education committee 
and it asked the Branch to set out in detail the suggested 
specific functions of such a committee. 


FEE FOR THE EXAMINATION OF RECRUITS FOR THE ROYAL 
AUSTRALIAN Navy. 


Further reference was made to the Federal Council’s 
previous determination that the fee for examination of 
recruits to the Royal Australian Navy should be £1 lls. 6d. 
The General Secretary said that its decision had been com- 
municated to the Minister for the Navy. A reply had been 
received stating that the subject had recently been considered 
by the Treasury, which had decided that the rate of payment 
should not be varied for the present. The Federal Council 
resolved that its decision should be reaffirmed, and that 
the Minister for the Navy should be informed that the 
Federal Council was not prepared to recommend members 
of the association to continue to examine recruits for entry 
ga eee Australian Navy for a fee of less than 

s. j 


THE KIDNAPPING OF GREEK CHILDREN. 


The General Secretary reported that he had received a 
letter from the Director-General of Health, Canberra, for- 
warding a communication from the Corfu Medical Society 
addressed to “The Australian Medical Association, Canberra”. 
The following is a copy of the letter: 


The Corfu Medical Society, 

Corfu, Greece. 

Corfu, December 30, 1949. 
The Australian Medical Association, 
Canberra. 
Dear Sirs, 

You have doubtless heard that 28,000 Greek children 
have been kidnapped from their homes by the com- 
munist bandits and have been transported to various 
countries behind the Iron Curtain. 

Notwithstanding the cessation of hostilities after the 
defeat of the communist bands, they are still forcibly 
held there under one pretext or another, frustrating 
the efforts of the Greek Government and U.N.O. to 
repatriate them. 

As medical men you can realise better than anyone 
else the whole extent of the crime committed against 
innocent children, who will suffer not only from the 
indelible psychic trauma caused by the privation of 
their parents and their homes, but also from the 
systematic perversion of their intellect, in short they 
will be trained to forget the values and ideals of their 
country so that they may be sent back fully armed to 
fight against their brothers. 

The Corfu Medical Society, in sympathy with the 
sorrow and mourning of the Greek people for this 
crime, worthy of the darkest ages of barbarity the 
world has ever known, appéals to you, our colleagues, in 
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this hour of need, and begs you in the name of humanity 
and medicine to: 

(1) Use your influence in asking your Government 
to make all efforts for the return of the kid- 
napped Greek children to their families, and 

(2) Broadcast as widely as possible this petition to 
all medical societies and leagues of your country, 
so that they should be apprised of this crime 
which casts dishonour on the civilisation of our 
times. 

Trusting that you will not turn a deaf ear to the 
despairing cry of the thousands of mothers who, through 
us, beg for your help, 

We are, dear sirs, 

Yours truly, 
Dr. TH. Sorprnas, Chairman. 
Dr. J. Curmarios, Secretary. 


The General Secretary reported that he had sent copies of 
the letter to the Branches, and had received replies. The 
Federal Council resolved that the Commonwealth Govern- 
ment should be informed that the Federal Council was of 
the opinion that all possible action should betaken for the 
restoration of the Greek children to their parents. 


THE THIRD INTERNATIONAL CONFERENCE OF EXPERTS ON 
PNEUMONOKONIOSIS. 


The General Secretary reported that he had received a 
communication from the Minister for Labour and National 
Service, asking for the nomination of observers to attend 
the third International Conference of Experts on Pneumono- 
koniosis, to be held at Sydney from February 28 to March 10, 
1950. The General Secretary said that he and the Assistant 
General Secretary had attended the conference as observers 
on behalf of the World Medical Association, and he had 
sent a report to the General Secretary of that body. An 
account of this conference was published in THE MEDICAL 
JOURNAL OF AUSTRALIA of April 15, 1950, at page 514. 


CoMMONWEALTH RECONSTRUCTION TRAINING SCHEME. 


A letter was received from the New South Wales Branch, 
forwarding a copy of a letter received by it from the New 
South Wales Council of Reconstruction Trainees, an 
organization formed to protect the interests of returned 
ex-servicemen receiving the benefits of the Commonwealth 
Reconstruction Training Scheme. The organization in 
question had sought the assistance of the New South Wales 
Branch Council in regard to certain matters. The New 
South Wales Branch Council thought that the Federal 
Council should approach the Commonwealth Government 
with the request that a review be made on the conditions 
attached to all medical students indebted to the Common- 
wealth for the cost of their medical education. The Federal 
Council after discussion resolved to support the Council of 
Reconstruction Trainees in regard to the following: (a) the 
continuation of the living allowance as a gift for the normal 
period of the course; (b) the continuation of the book and 
equipment allowance; (c) the cost of travel incurred ,in 
training; (d) the consideration by the Government of a 
formula by which the living allowance might be linked with 
the basic wage. 


REGISTRATION OF SPECIALISTS. 


The General Secretary read to the Federal Council a 
letter which had been received from the Australasian 
Association of Psychiatrists. At a meeting of the latter 
body held in Tasmania in November, 1949, registration of 
specialists had been discussed with special reference to 
the registration of psychiatrists. The psychiatrists had 
resolved to refer the matter to the Federal Council, that 
its views on the registration of specialists might be obtained. 
At the meeting of the Australasian Association of Psychia- 
trists the view had been expressed that the registration of 
specialists in Queensland had done‘a good deal to maintain 
the highest standard of practice within the specialties. It 
will be remembered that the registration of specialists in 
Western Australia was discussed in this journal in the 
issue of May 20, 1950, at page 669. The Federal Council 
decided that at the present time it did not approve of the 
registration of specialists. At the same time it thought that 
the Branches should be advised of the position in Queensland 
and Western Australia in regard to the registration of 
specialists, and that it should be pointed out to the Branches 
that the introduction of the National Health Service Act 
would no doubt raise the question of the registration of 
specialists. The~ Federal Council therefore asked the 
Branches to consider the problem so that the Federal Council 
might be in a position to state the views of the medical 
profession if the need arose, 








EMPLOYMENT OF “NEW AUSTRALIAN” DOCTORS. 


A letter was received from the South Australian Branch 
enclosing a copy of a communication from Dr. Charles 
Gaal, a “New Australian”, living at Bridgewater, South 
Australia. In his letter Dr. Gaal set out the position of 
“New Australian” doctors. He described the non-medical 
work which many of them were doing, and appealed to 
members of the British Medical Association to do what was 
possible and even to see that laws were changed so that 
“New Australians” might do work which they felt them- 
selves capable of doing. The South Australian Branch set 
out its views at some length. These views, together with 
Dr. Gaal’s letter, had been sent to the Branches for their 
consideration, and the replies had been received. The Federal 
Council adopted the following fourfold resolution: 


(a) That the Federal Council is of the opinion that 
all intending migrants should be informed before 
they leave their own country of the terms and con- 
ditions in regard to their admission to this country. 


(b) That the Federal Council is of the opinion that 
during their two years of service to the Common- 
wealth following their admission to Australia an 
endeavour should be made to find suitable employ- 
ment for these migrants, in accordance with their 
scientific qualifications, excluding practice as a 
medical practitioner. 

(c) That in the opinion of the Federal Council no 
medically qualified migrants should be registered 
until they have satisfied all the requirements of the 
State medical practitioners acts. 

(d) That the Federal Council is of the opinion that 
it is undesirable to bring out migrants who are 
medically qualified graduates over the age of forty 
years. 


CoMMONWEALTH HEALTH SERVICES. 


The Federal Council had before it a letter from the 
Western Australian Branch, in which it was stated that 
the Branch Council had resolved that the Federal Council 
should be urged to seek the appointment by the Federal 
Government of a special medical committee to inquire into 
the medical services of the Commonwealth Government, 
and to recommend methods by which they might be 
reorganized. The Western Australian Branch thought that 
the principal subjects for inquiry were control and con- 
ditions of service, particularly in regard to post-graduate 
study. The Federal Council resolved to offer to the Federal 
Government the services of leading members of the pro- 
fession, if so desired by the Ministers concerned, for the 
purpose of inquiring into the administration and develop- 
ment of the Commonwealth medical services including 
repatriation. 


THE COMMONWEALTH INCOME TAx ASSESSMENT ACT. 


The Federal Council received a statement from the New 
South Wales Branch comprising the copy of a memorandum 
issued to its members and based on an opinion obtained from 
a taxation specialist. The statement dealt with payments by 
a medical practitioner to his wife for services rendered 
whether in whole or in part in the production of assessable 
income. The statement was as follows: 

Payments by a medical practitioner to his wife for 
services rendered, whether in whole or in part, in the 
production of assessable income: deductions for income 
tax purposes. 

Section 65 of the above Act provides as follows: 

1. Subject to this section, payments becoming due 
in the year of income by a taxpayer to a relative 
shall be allowable deductions only to the extent to 
which, in the opinion of the Commissioner, they 
are reasonable in amount and bona fide made in 
the production of assessable income. 

2. Expenditure incurred, and payments becoming due, 
by the taxpayer in the year of income in or for 
the maintenance of his wife or of any member of 
his family under the age of sixteen years shall 
not, whether or not the expenditure was incurred 
in the production of assessable income, be an 
allowable deduction. 

The following interpretation of the above two clauses 
of Section 65 by a taxation specialist is published for 
the information of members. 

The burden of establishing a deduction lies upon the 
taxpayer (i.e., the medical practitioner). He must 


establish that there was an agreement to pay a pre- 
determined amount as in the case of any other 
employee; he must establish that the payment was 
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bona fide made in the carrying out of his practice, and 
he must further establish to the satisfaction of the 
Commissioner that the payment made to his wife is 
reasonable in amount. A test of “reasonableness” 
would be: would the medical practitioner pay the same 
sum to a non-relative for the services rendered? 

In the case of his wife or any member of his family 
under 16 years, the practitioner must demonstrate that 
the payments to the wife or child are not for their 
maintenance even although such payments were bona 
fide incurred in the conduct of the practice. 

To sum up the practitioner must establish that the 
payments are bona fide made in the carrying on of his 
practice; that they are reasonable in amount; that they 
ares predetermined and that the wife receives the pay- 
ment as of right and has complete dominion over the 
money so received. 


THE X-Ray EXAMINATION OF APPOINTEES TO THE 
CoMMONWEALTH PuBLiC HEALTH SERVICE AT 
CountryY HOsPITALS. 


A letter was received from the New South Wales Branch, 
stating that when candidates for entry into the Common- 
wealth Public Service undergo an X-ray examination in 
country centres, the X-ray films are sent by the hospitals 
to a central body in Sydney for interpretation. The New 
South Wales Branch asked the Federal Council to give 
consideration to the matter. The Federal Council adopted a 
resolution stating that as it was the policy of the British 
Medical Association in Australia and the expressed intention 
of the Minister for Health to decentralize specialist services 
for the purpose of making them readily available in country 
districts, the Commonwealth Health Department should be 
approached so that it might assist the movement by having 
all X-ray films viewed by qualified radiologists locally when 
they were available in the districts concerned. 


ATTENDANCE ON NAVAL PERSONNEL BY GENERAL 
PRACTITIONERS. 


The General Secretary reported that members of the 
medical profession, both general practitioner and specialist, 
were experiencing difficulty with the Department of the 
Navy in obtaining payment in fuli of their customary 
charges. It was resolved that the Federal Council should 
send to the Department of the Navy a communication 
setting out the customary charges by members of the 
medical profession in general practice for consultations and 
visits. It also resolved to inform the department that there 
was no justification or legal sanction for the making of 
deductions by the department from fees charged by medical 
practitioners. 


A MINUTE OF APPRECIATION. 


The Federal Council ‘resolved to record a minute of 
appreciation and congratulation to the General Secretary 
and his staff for the manner in which the British Common- 
wealth Medical Conference had been conducted and its 
success assured. 

VOTES OF THANKS. 

It was resolved that the thanks of the meeting should be 
extended to the President, Sir Victor Hurley, for having 
presided, and to the Queensland Branch Council and to Dr. 
A. E. Lee and Dr. H. W. Horn for their hospitality. 


DATE AND PLACE OF THE NEXT MEETING. 


It was resolved that the date and place of the next 
meeting should be left in the hands of the President. 


Public Health. 


A NEW SCALE OF TUBERCULOSIS ALLOWANCES. 








Tur following statement has been received from the 
Director-General of Health, Canberra, and is published at 
the request of Sir Earle Page, Minister for Health. 

The Minister for Health (Sir Earle Page) announced today 
that the new scheme of tuberculosis allowances designed by 
the Menzies Government would come into operation on July 
13, 1950. On that date, the first payments under the scheme 
would be made. 

Rates of allowance payable to the main categories of 
sufferers are £6 10s. a week to a married sufferer with a 





dependent wife and £3 12s. 6d. a week to a sufferer without 
dependants (reducible to £2 12s. 6d. a week where the sufferer 
without dependants is accommodated in a hospital or 
tuberculosis institution free of charge). The sum of £3 12s. 6d. 
a week, without reduction for institutional accommodation, 
will be paid to a sufferer whose only dependant js a child or 
children under the age of sixteen. In addition to these 
payments, 9s. a week will be paid to the sufferer in respect 


of each dependent child under the age of sixteen. This 
payment is additional to child endowment. 
A not ungenerous means test will be applied. This will 


have regard only to income and not to property. Permissible 
income will be £4 a week (including wife’s income) in the 
case of a married sufferer with dependent wife and £2 a 
week for other categories. Allowance will cease, however, 
when the earnings of a sufferer, entitled to the rate of 
£6 10s., reach that figure. 

The Director of Tuberculosis in each State will act as 
medical referee for purposes of the scheme. Applications 
for tuberculosis allowance and inquiries should be made to 
him, care of the State Department of Health, in the first 
instance. Payment of allowances will be made by the 
Commonwealth Department of Social Services and the 
general supervision and administration of the scheme will 
be vested in the Commonwealth Department of Health. 

In general, age and invalid pensions and comparable 
Commonwealth benefits will not be paid during the period 
that a sufferer is in receipt of a tuberculosis allowance. 

Sir Earle emphasized that the tuberculosis allowances 
scheme is a very important weapon in the Commonwealth- 
State campaign against tuberculosis. It is designed to 
prevent the spread of infection by enabling sufferers to give 
up work and take treatment. The scheme is thus in the 
public interest as well as in the interest of sufferers. This 
feature of the scheme is the justification for paying tubercu- 
losis sufferers higher allowances than other classes of 
invalids. It is also the reason why tuberculosis allow- 
ance would not be paid to sufferers who so conducted 
themselves as to endanger the public interest. 

The scheme, Sir Earle said, has been warmly commended 
by eminent medical men interested in both the medical and 
sociological aspects of tuberculosis and is, without doubt, 
ba most generous, enlightened and effectual in the world 
today. 

Sir Earle also announced the making of a proclamation 
to bring into effect Section 9 of the Tuberculosis Act, 1948 
(which authorizes the new scheme), and to repeal the 
Tuberculosis Act, 1945-1946 (now replaced by the Tubercu- 
losis Act, 1948). 

————— 


Correspondence, 


ACROPARAESTHESIA. 





Sir: The article on acroparesthesia by J. H. Young (THE 
MEDICAL JOURNAL OF AUSTRALIA, May 27, 1950) is very 
interesting to those engaged in the treatment of the 
rheumatic diseases. At the various clinics where I worked 
in conjunction with W. Hull, P. White and E. Bosanquet, 
my clinic associates, we have observed this same syndrome 
in women, as described by Dr. Young, for a number of years 
and have collected over 50 cases. Dr. Young’s description is 
absolutely typical, and the nocturnal character of the 
symptoms as opposed to their diurnal absence is one of the 
features of this disease. Some have complained that if they 
go to sleep in the daytime the hands become stiff, feel 
swollen and are numb, symptoms which disappear on move- 
ment. The stiffness is the last to disappear. The fact that 
these symptoms came on during the night and disappeared 
during the day caused me to discount dropping of the 
shoulder, costo-clavicular syndrome, scalenus anticus syn- 
drome or a seventh cervical rib as a causative factor. 
However, at the Seventh International Congress on Rheu- 
matic Diseases at New York, Tegner discussed such symp- 
toms and indicated that the English rheumatologists con- 
sidered them as probably due to muscular weakness of the 
shoulder girdle caused, they thought, by the carrying of 
heavy parcels. Professor Cecil stated that they had observed 
such cases in New York. Tegner treated these cases by 
muscular exercises and claimed good results. I stated at 
the congress that these cases were observed by us in 
Australia in females alone at the menopause, being 
associated with flushes and night sweats in many instances. 
Both the English and American rheumatologists regarded 
the symptoms as being due to muscular weakness and did 





aed 


ee eet 


AS ee 


Poe ek SS 


— 
= 


ae 





66 THE MEDICAL JOURNAL OF AUSTRALIA. 





JULY 8, 1950. 





not think they had an endocrine basis. I stated, however, 
that these cases responded to’ cestrogen therapy in normal 
dosage, but that it must be given in association with large 
doses of thiamine hydrochloride. The dosage of the latter 
must be at least nine milligrammes per day, and 18 milli- 
er had been necessary in a few cases. 

e have never had to employ stilbestrol in doses larger 
Py 0-5 milligramme per diem, or diencestrol more than 0°3 
milligramme, but have never tried the bigger dosage as 
recommended by Dr. Young. In the last three years, during 
which we have watched a large number of such cases, the 
above-recommended dosage of thiamine was finally arrived 
at by clinical trial, and it was found that smaller dosage 
was often unsuccessful. The same rapid relief of symptoms 
occurs with this continued estrogen-thiamine therapy as 
with the very large dosage advocated by Dr. Young, but the 
former therapy rarely produces toxic symptoms and can be 
persisted with for many months. 

In a number of cases these symptoms are observed in 
rheumatoid arthritis, especially the low-grade periarticular 
variety so often associated with a normal erythrocyte 
sedimentation rate and normal calcification of the phalanges. 
The persistence of tenderness to pressure over the collateral 
interphalangeal ligaments is diagnostic of rheumatoid 
arthritis and does not occur in the above syndrome which 
can be labelled as menopausal acroparesthesia. Failure to 
relieve symptoms after four to six weeks’ therapy should 
suggest reexamination of the patient. Although many of 
these cases have been referred to the rheumatic departments 
as possible sufferers from early rheumatoid arthritis, we 
have seen few exhibiting any vasospastic signs, so common 
but not universal in this disease. In true rheumatoid 
arthritis numbness and tingling are not common, but do 
occur almost invariably in cases associated with a Raynaud’s- 
like syndrome. 

The disappearance of flushes and sweats by cestrogenic 
and thiamine therapy with the persistence of morning stiff- 
ness, especially after a very good night’s rest, should arouse 
suspicions of early rheumatoid arthritis. 

We agree with Dr. Young that these symptoms are seen 
in women who are not debilitated but in excellent health. 
In a few cases there is some suggestion of subthyreoidism 
and thyreoid in small dosage has been given as a supplement 
to cestrogen-thiamine therapy. These symptoms also do 
occur in pregnancy, where there is marked increase of 
eestrogen in the blood of the pregnant woman, and can be 
relieved by thiamine in adequate dosage. Thiamine is con- 
cerned with detoxication of the estrogens by the liver, and 
it may well be that in menopausal acroparesthesia there 
is a production of an abnormal cstrogen requiring excessive 
thiamine for detoxification, whilst in pregnancy an abnormal 
intake of thiamine is required for detoxication. However, 
the absence of response to thiamine alone without cestrogenic 
therapy militates against this view. On the other hand 
vascular spasm may be prevented by such a compound as 
the normal thiamine detoxicated cestrogen, and we have 
observed that in two unrelieved cases, one was unrelieved 
by stilboestrol, but relieved by injectable “Progynon’”, and 
another by “Conestron”, a natural conjugated cestrogen, both 
cases in association with adequate thiamine therapy. 

In conclusion, I am of the opinion that large doses as 
recommended and practised by Dr. Young are not necessary 
and may be dangerous. The thiamine-cestrogen therapy, as 
indicated earlier, controls symptoms quickly and adequately 
except in a few cases (only two over a period of three years’ 
observation). It also fails in cases of incipient rheumatoid 
arthritis, associated with the menopause, whose tender 
ligamentous abnormality counsels caution in prognosis, but 
gives diagnostic clarity. 


135 Macquarie Street, 
Sydney, 
June 21, 1950. 


Yours, etc., 
L. J. A. Parr. 





FINAL RESULTS OF LONG-TERM TREATMENT WITH 
METHYL THIOURACIL IN THYREOTOXICOSIS. 





Sm: It is a pleasure to acknowledge that Dr. H. R. 
Poate’s observations on anti-thyreoid therapy are both widely 
known and highly valued abroad, and I can assure him 
that I have read his published work with great interest. 
But, with all respect, I venture to challenge certain of his 
conclusions. 

In his most recent letter (June 10, 1950) Dr. Poate states 
that the considered advice given by all the leading authorities 
in the United States (except the Lahey Clinic) is, “operate 
on all nodular toxic goitres, treat the diffuse ones with 





thiouracil”, and implies that the same authorities also 
join him in maintaining a state of hypothyreoidism during 
treatment. What are the facts? 

It was my privilege to spend a year (1947-1948) in the 
United States observing this and other work. The technique 
of the Thyroid Clinic in the Massachusetts General Hospital 
under Dr. J. H. Means is fairly representative and may be 
quoted. The anti-thyreoid agents are used chiefly to prepare 
patients for thyreoidectomy. Only a minority of thyreotoxics 
are given long-term anti-thyreoid therapy, and then it is 
for some special reason relating to their own situation or 
the particular character of their disease. All this is set 
down in the recent edition of Dr. Means’s text-book, “The 
Thyroid and its Diseases”, which is accepted as the standard 
American work in this field. It will also be seen that Dr. 
Means aims at a state of euthyreoidism and advises against 
inducing hypothyreoidism. 

The technique at the Lahey, the Mayo and other clinics 
is very similar. There are, of course, exceptions, but the 
general consensus is that thyreoidectomy after thio prepara- 
tion offers the most practical and expeditious treatment in 
the great majority of thyreotoxics, whatever the characters 
of the goitre. 

From a recent brief visit (October, 1949) it is clear that 
the day-to-day treatment of the mass of patients continues 
along these lines, but the therapeutic position is not stable 
because the results of several special studies using radio- 
iodine are coming to hand and are very impressive. 


Yours, etce., 
cis F. RUNDLE. 
135 ogg Street, 
Sydne 
Jeno’ 16, 1950. 
Reference. 


ans, J. H. (1948), “The Thyroid and its Diseases’, 
niieeett, Philadelphia. 





GRANULOCYTOPENIA FOLLOWING 
“CHLOROMYCETIN”. 





Sir: I would be grateful for space to make three com- 
ments on the paper by Dr. P. F. Gill in the journal of 
June 10, page 768. 

1. I was amazed that such an etymological solecism as 
“agranulocytopenia” should have escaped your eagle editorial 
ey e! 

2. Dr. Gill did not mention that the bacteriological investi- 
gation was made by Dr. Ernest Singer, of this institute, 
that “Chloromycetin” was supplied by the institute, and 
that cases in which it was used were to have formed 
part of Dr. Singer’s general study of the effect of “Chloro- 
mycetin” on intestinal infections in young children. 

3. When one translates percentages into numbers per cubic 
millimetre, the counts of neutrophiles in Case II become 
2300 before treatment, 3500 after the first day of treatment, 
and 1600 after the second. This is slender evidence on which 
te base any conclusion, unless the samples counted were 
large. 

Yours, etc., 
I. M. Mackerras, Director. 

Queensland Institute of Medica] Research, 

Brisbane, 
June 15, 1950. 





THE USE OF “SODIUM PENTOTHAL” ADMINISTERED 
CONTINUOUSLY IN ABDOMINAL SURGERY. 





Sm: In an article advocating the use of ‘“Pentothal” 
anesthesia in abdominal surgery Dr. Win Fowles (THE 
MepicaL JOURNAL OF AUSTRALIA, June 10, 1950) states that 
he has used this method over two thousand times and that 
no surgeon has as yet complained of poor relaxation in his 
patient. 

Unrestrained and intemperate writings of this type are 
out of place in a scientific publication. They are not 
acceptable to the reader, and indicate gross lack of self- 
criticism on the part of the writer. As the whole article 
hinges on the statement in point, one is forced to entertain 
a certain amount of doubt as to its academic value. 

Dr. Fowles goes on to describe patients who move when 
cut, although they are “completely relaxed”. Is the author’s 
tongue in his cheek? Or is this a little light reading in 
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comic vein? Or are we to accept that there is an anesthetic 
level under “Pentothal” where a complete inhibition of 
reflex abdominal muscular tonus may be found in the 
= of an active reflex arc from abdominal skin to 
limb? 

Dr. Fowles is prone to blame for the poor condition of 
some of his patients, the rough handling of viscera and 
the use of mechanical retractors. In my own experience— 
fortunately very limited—of this method of anesthesia in 
abdominal surgery, one is lucky to be able to handle the 
organs at all, and hydraulic rather than mechanical 
retractors would be a not unreasonable adjunct. 

Yours, etc., 
Brisban Ken Mowat, M.S., 
June. 17, 1950. 





Che Ropal Australasian College of 
jObpsicians, 





Admission of Members. 

Tue following candidates, who were successful at an 
examination held in Australia in May-June, 1950, were 
admitted to membership of The Royal Australasian College 
of Physicians in Sydney on June 23, 1950: Dr. W. R. Dalton, 
Dr. J. H. Deakin and Dr. P. J. Markell, of New South Wales; 
Dr. D. C. Cowling, Dr. R. A. Douglas, Dr. J. H. Kelly, Dr. 
W. B. Macdonald, Dr. D. A. Prentice, Dr. Lynne Reid and 
Dr. J. Hamilton Smith, of Victoria; Dr. R. J. Sawers, of 
Queensland; Dr. R. R. Sobey, of South Australia; Dr. H. K. 
Pawsey and Dr. E. G. Saint, of Western Australia. 


Next Examination for Membership. 


An examination for membership of The Royal Aus- 
tralasian College of Physicians will take place in September- 
October, 1950. The written examination will be held in 
capital cities of the Commonwealth where candidates are 


offering. The clinical examination will take place at Mel- 
bourne. Only those candidates whose answers in the written 
examination have attained a standard satisfactory to the 
Board of Censors will be allowed to proceed to the clinical 
examination. 

The written examination will be conducted in capital cities 
on Saturday, September 16, 1950. The clinical examination 
will be conducted at Melbourne on Monday, Tuesday and 
Wednesday, October 23, 24 and 25, 1950. 

Applications to appear before the Board of Censors should 
be made in the prescribed form and must be in the hands 
of the Honorary Secretary of the College not later than 
Saturday, August 19, 1950. Application forms are obtainable 
from the Honorary Secretary, 145 Macquarie Street, Sydney. 





Maval, Wilitary and Ait Force. 





APPOINTMENTS. 





THE undermentioned appointments, changes et cetera have 
been promulgated in the Commonwealth of Australia Gazette, 
Number 32, of June 8, 1950. 


CITIZEN NAVAL FORCES OF THE COMMONWEALTH. 
Royal Australian Naval Reserve. 


Termination of Appointment.—The appointment of Richard 


Robsart Rogers as Surgeon Lieutenant-Commander is 
terminated, dated 17th April, 1950. 


AUSTRALIAN MItttary Forces. 
Royal Australian Army Medical C rps. 


SX700033 Captain H. M. Douglas is transferred to the 
Reserve of Officers (Royal Australian Army Medical Corps 


(Medical)) (4th Military District), 8th March, 1950. 





DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JUNE 17, 1950.* 
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1 The form of this table is taken from the Official Year Book of the seaniomenatth of Australia, Number 87, 1946-1947. Figures in parentheses are those for 


the metropo litan area, 
Figures not ‘available. 


oFieees incomplete owing to absence of returns from the Northern Territory, New South Wales and Western Australia. 


* Not notifiable. 
(a) Sneludes Mossman and Sarina fevers. (b) Mainly relapses 
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Citizen Military Forces. 
Central Command: Fourth Military District. 

Royal Australian Army Medical Corps (Medical).—The 
following officers are seconded whilst undergoing post- 
graduate studies in the United Kingdom, 26th August, 1949: 
Captains 4/31905 G. W. E. Aitken and 4/31906 M. W. Elliott. 
4/31903 Captain (Temporary Major) C. Gurner 
relinquishes the temporary rank of Major and is transferred 
to the Reserve of Officers (Royal Australian Army Medical 
Corps (Medical)) (4th Military District), 1st March, 1950. 


Reserve Citizen Military Forces. 
Royal Australian Army Medical Corps. 

lst Military District—To be Captain, 30th March, 1950: 
James Fraser Howes. To be Honorary Captains, 20th April, 
1950: Evan Austin Lennon, David Oliver Jones, Warren 
Hawkins and Edward Francis McGuinness. 

2nd Military District——The following officers are placed 
upon the Retired List (2nd Military District) with the 
honorary rank of Colonel and with permission to wear the 
prescribed uniform, 30th March, 1950: Lieutenant-Colonels 
N. E. B. Kirkwood, M.C., C. L. S. MacIntosh, D.S.O., and 
C. F. Robinson, M.C., E.D. Major M. R. Finlayson is placed 
upon the Retired List (2nd Military District) with the 
honorary rank of Lieutenant-Colonel and with permission 
to wear the prescribed uniform, 30th March, 1950. 

38rd Military District—Lieutenant-Colonel K. C. Purnell, 
M.C., E.D., is placed upon the Retired List (3rd Military 
District) with the honorary rank of Colonel and with permis- 
sion to wear the prescribed uniform, 30th March, 1950. 

4th Military District—Lieutenant-Colonel D. L. Barlow, 
M.C., E.D., is placed upon the Retired List (4th Military 
District) with the honorary rank of Colonel and with 
permission to wear the prescribed uniform, 30th March, 1950. 


RoyaL AUSTRALIAN AIR FORCE. 
Permanent Air Force: Medical Branch. 

Flight Lieutenant P. G. Grattan-Smith (267785) is trans- 
ferred from the Citizen Air Force and appointed to a 
short-service commission, 11th July, 1949, with the rank of 
Flight Lieutenant, llth July, 1949, and his pay, allowances 
and any incremental pay shall be for the rank of Flight 
Lieutenant, having regard to his previous service. 


<i 
——— 


Wedical Societies. 








THE ROYAL NORTH SHORE HOSPITAL OF SYDNEY 
CLINICAL SOCIETY. 





THE meeting of the Royal North Shore Hospital of Sydney 
Clinical Society, which was to have been held on Wednesday, 
July 5, 1950, will now be held on Wednesday, July 19, 1950. 
The subject will be “Pediatrics” and the speakers will be 
Clair Isbister, M.R.A.C.P., D.C.H., and F. N. Street, F.R.C.S. 


_ 
—- 





ominations and Elections. 





THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 


Twomey, Brian Maynard, provisional registration, 1950 
(Univ. Sydney), Wagga Wagga Base Hospital, 
Wagga Wagga, New South Wales. 


The undermentioned has applied for election as a member 
of the Tasmanian Branch of the British Medical Association: 
Pawsey, Clarence John Kendall, M.B., B.S., 1949 (Univ. 
Melbourne), Launceston General Hospital, Laun- 

ceston. 


a, 
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Dbituarp. 








HAROLD HENRY FIELD-MARTELL. 





WE regret to announce the death of Dr. Harold Henry 
Field-Martell, which occurred on June 26, 1950, at Beverley, 
Western Australia. 








FRANK COUPER WOOSTER. 





We regret to announce the death of Dr. Frank Couper 
Wooster, which occurred on June 5, 1950, at: Rockhampton, 


Queensland. 





Diary for the Wonth. 


JuLy 11.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee; Organization and Science 
Committee. 

JuLty 14.—Queensland Branch, B.M.A.: Council Meeting. 

JULY 17.—Victorian Branch, B.M.A.: Finance, House and 
Library Subcommittee. 

JULY 18.—New South Wales Branch, B.M.A.: Medical Politics 


Committee. 
JULY 19.—Western Australian Branch, B.M.A.: 

Meeting. 
JuLy 20.—New South Wales Branch, B.M.A.: Clinical Meeting. 
Juty 20.—Victorian Branch, B.M.A.: Executive Meeting. 





General 





Medical Appointments: Important Motice. 


MEDICAL’ PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135 Macquarie 
Street, Sydney): Ashfield and District United Friendly 
Societies’ Dispensary; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary; Manchester Unity Medical and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited; People’s Prudential 
Assurance Company Limited; Phoenix Mutual Provident 
Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 

+ Association, Proprietary, Limited ; Federal Mutual 

Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth) : Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 





Evitorial Motices. 





Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
—e JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of —_—— unless such notification is received within one 
month. 

SUBSCRIPTION RaTeEs.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £3 
per annum within Australia and the British Commonwealth of 
Nations, and £4 10s. per annum within America and foreign 
countries, payable in advance. 
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